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reactions, assures complete accuracy. 
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CURRENT THERAPY 


Steroids and the Collagen Disorders 


By Jack A. BerNarpD, M.D., EL Paso 


The collagen disorders include a group of dis- 
eases with different clinical manifestations but similar 
tissue changes. These changes involve the collagen, 
that is, the intercellular substance, and include in- 
flammation, proliferation, and degeneration, patho- 
logically known as ‘‘fibrinoid degeneration.” 

The disorders most commonly included are dis- 
seminated lupus erythematosus, periarteritis nodosa, 
scleroderma, dermatomyositis, rheumatic fever, and 
rheumatoid arthritis. 

Disseminated lupus erythematosus occurs pre- 
dominately in females. Joint pains are usually the 
initial manifestation of the disease. Fever occurs 
and the rash typically occurs in a butterfly pattern 
over the bridge of the nose and face, but may be 
just in the upper extremities and chest. Enlargement 
of the liver and spleen may be present and enlarged 
lymph glands are usually present. Renal damage 
and urinary abnormalities are common and are the 
most important factor in determining the prognosis 
of the individual patient. Characteristic L. E. cells 
are always found. 


L. E. Phenomenon 

The L. E. phenomenon has been observed in other 
conditions, namely miliary tuberculosis, Apresoline 
disease, in patients with penicillin hypersensitivity 
reactions. In patients with penicillin hypersensitivity, 
the L. E. cells disappear in two to three months. 

In treating disseminated lupus erythematosus the 
initial dosage of Cortisone is 20 to 40 mg. intra- 
venously or 200 to 400 mg. orally. For maintenance 
50 to 100 mg. daily. Meticorten dosage is 20 to 
30 mg. initially and five to 20 mg. daily for main- 
tainence. The L.E. cell does not disappear from 
the blood and the sedimentation rate may remain 
elevated. Death is usually due to progressive renal 
failure. 


Massive Cortisone Doses 

During a crisis of acute lupus erythematosus, 
massive doses of Cortisone, up to 2300 mg. in 24 
hours, have been used with favorable results. There- 
fore, extremely large doses may be helpful in such 
instances. 

Periarteritis nodosa occurs predominately in males. 
It has been divided into two groups (by Blankenhorn, 
Zeek): Classic periarteritis nodosa and hypersensi- 
tivity angiitis. Classic periarteritis nodosa has been 
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divided into primary and secondary groups. The 
ptimary group is characterized by a long clinical 
course with gastrointestinal symptoms, peripheral 
neuropathy, usually hypertension and occasionally 
eosinophilia. Secondary periarteritis nodosa included 
cases of renal disease with hypertension in which a 
few lesions of periarteritis anne: had been initiated 
a short time before death. In these, the findings of 
periarteritis nodosa were masked by those of severe 
renal disease and hypertension. 


Fulminating Disease 


The cases of hypersensitivity angiitis were mani- 
fested clinically as a fulminating disease characterized 
by fever, skin rash, nephritis, myocarditis, and fre- 
quently, a history suggesting recent exposure to some 
antigenic substance. 

It is important that there be early recognition of 
the disease followed by prompt hormonal treatment 
in order to prevent residual vascular damage. 

In scleroderma, the earliest symptoms are usually 
swelling and stiffness of the skin of the fingers, 
hands, upper extremities, face and tongue. Pain in 
the joints is almost always present. The patient may 
have difficulty in opening his mouth. Bronze pig- 
mentation of the skin may be present. 


Skin Biopsy 


Thickening and sclerosis of the subcutaneous 
tissue is evident and skin biopsy confirms the im- 
pression of scleroderma. 

X-rays may show pulmonary fibrosis and esopha- 
gel studies may show constriction, lack of motility 
or dilatation. 

Treatment consists of Cortisone 300 mg. daily 
initially, to be reduced to 50 to 100 mg. daily. Predni- 
sone 30 mg. daily is not associated with sodium or 
water retention or sustained increase excretion of 
potassium. Higher doses may be used but 100 mg. 
daily by mouth for 4 successive days has produced 
sodium retention. 

In 1955 there was a joint report by the Medical 
Research Council of Great Britain and the Ameriean 
Heart Association of a cooperative clinical trial of 
ACTH, Cortisone, and Aspirin in rheumatic fever. 
Of 497 patients treated, 162 were treated with 
ACTH, 167 with Cortisone, and 158 with Aspirin 
and the cases were similar in each group. 
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No Evidence 


There was no evidence that any of the three 
agents resulted in uniform termination of the disease. 
And on all treatments, some patients developed fresh 
manifestations during treatment. Treatment with either 
of the hormones resulted in more prompt control of 
certain acute manifestations but this more rapid dis- 
appearance was balanced by a greater tendency for 
the acute manifestations to reappear for a limited 
period upon cessation of treatment (‘rebound pheno- 
menon’’). 

Thus treatment with the hormones led to more 
rapid disappearance of nodules and soft apical systolic 
murmurs. However, at the end of one year there 
was no significant difference between the three treat- 
ment groups in the status of the heart. 


Larger Doses 


It has been mentioned that perhaps larger doses 
of the hormones over a longer period of time may 
have resulted in less residual murmurs. 

There seems no doubt that the hormones cause a 
more prompt response in rheumatic fever and would 
therefore be indicated, even life-saving, in severe 
fulminating rheumatic pancarditis. Treatment of pa- 
tients chronically ill and with no cardiac involvement 
would be just as well treated with aspirin. 

The steroids have been used for six years now 
in the treatment of rheumatoid arthritis and it is 
generally agreed a continuous protracted treatment 
is usually necessary and that only partial control can 
be hoped for with doses which do not excite serious 
adverse reactions. The steroids merely suppress and 
mask the manifestations of the disease; they do not 
arrest it. They do not prevent the successive involve- 
ment of additional joints, nor halt the progressive 
disintegration of cartilage and bone. 


Newer Drugs 


The newer drugs prednisone and prednisolone 
seem to exert the same suppressive and ameliorating 
effect as Cortisone with a dosage 4 as great. They 
cause much less disturbance of electrolytes than Cor- 
tisone so that a low salt diet, diuretics and supple- 
mentary potassium salts are rarely needed. However, 
the other adverse effects may occur more frequently 
perhaps, particularly the gastrointestinal reactions, 
the psychoses, and hyperglycemia. 

Spies and his associates have recommended the 
combination of steroids and salicylates. The proper 
mixture of salicylates produces an effective antirheu- 
matic agent in many patients, and the administration 
of such a mixture cuts down the danger of toxic 
reactions and restores the patients in many instances 
to employability. Further studies along these lines 
are awaited. 


Many Dangers 


Many dangers of steroid therapy have been men- 
tioned and are common knowledge, namely: Sodium 
retention, potassium loss, edema, hypertension, hyper- 
glycemia; these commonly result from the adminis- 
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tration of Cortisone and Hydrocortisone, but sodium 
retention and potassium loss do not occur with Pred- 
nisone and Prednisolone in therapeutic dosages thus 
far used. 

Other more serious side effects of steroid therapy 
include adrenal atrophy and crisis and osteoporosis. 
The administration of the adrenal cortical hormones 
may suppress adrenal function and induce adrenal 
cortical atrophy. This atrophy and the accompanying 
functional impairment of the adrenal cortex may 
outlast for a long time the withdrawal of Cortisone. 
Such adrenal atrophy and impaired function may 
then lead to acute adrenal cortical insufficiency in the 
face of a sufficient stress, such as a surgical operation. 
Such postoperative deaths have been reported from 
simple and uncomplicated major surgical procedures. 


Recommendation 

To prevent’ postoperative adrenal cortical insuffi- 
ciency the following is recommended: 200 mg. of 
Cortisone intramuscularly 48 hours, 24 hours, and 
one to two hours before operation. Postoperative 
cortisone therapy should be continued: 25 mg. I M 
every four to six hours. 

It should be emphasized that oral preparations 
of Cortisone have a rapid and clinical metabolic 
effect but the duration of action is short lived (from 
six to eight hours). The full clinical and metabolic 
effects with the intramuscular administration are de- 
layed for several days and also persist for up to 
four to five days after cessation of Cortisone admin- 
istration. This is due to a slow release of Cortisone 
from the intramuscular sites. 


Acute Crisis 

In the acute crisis of adrenal insufficiency intra- 
venous hydrocortisone has largely supplanted cortical 
extract and is specific in the therapy of acute crisis. 
It should be noted that intramuscular hydrocortisone 
acetate is relatively inert because of its insolubility. 

Osteoporosis and compression fractures of the 
vertebrae have been reported, particularly in the 
older age groups and more commonly in post meno- 
pausal women. Androgen estrogen therapy is recom- 
mended in such patients receiving the steroids for 
a protracted course, but it should be noted that such 
concomitant therapy has not always been effective in 
prevenffhg these complications. 


Summary 


The dosage requirements of present day steroids 
are as follows: 


Average Daily Average Daily 

Initial Dose Maintenance Dose 
Cortisone 100 mg. 50 mg. 
Hydrocortisone 80 mg. 40 mg. 
Metacortandracin 20-30 mg. 5-20 mg. 


The steroids are recommended for acute severe 
rheumatic fever in large doses (300 mg. Cortisone 
or more daily) and for long periods of time (at 
least three months plus). 

The combination of steroids and salicylates shows 


(Continued on page 286) 
SOUTHWESTERN MEDICINE 


\ 


a 

ls 

‘ 


_APHORISMS and MEMORABILIA 


Miscellaneous Truths and Concepts 
By ANDREW M. Basey, M.D., Las Cruces, N. M. 


(Continued) 


50. “In general, the higher the temperature elev- 
ation, the more serious the prognosis. Prolonged 
low-grade fevers, i.e., those in which the temperature 
never exceeds 100° to 100.5° F., while occasionally 
the first manifestation of serious illness, may persist 
for years without the appearance of any other objec- 
tive manifestation of disease.’ Paul B. Beeson; Vef- 
erans Admin. Tech: Bull.; March 15, 1951; Section 
10-72; p. 1 

51. “It is also important not to overestimate the 
significance of low-grade fever in children, particu- 
larly those under the age of two years. Temperature 
regulation mechanisms are imperfectly developed in 
early life, and it is common for children to have 
moderate temperature elevations after exercise or even 
after emotional upsets. If a child is developing nor- 
mally, is not anemic, and shows no other evidence 
of disease, low-grade temperature elevations should 
not cause too much concern.” Beeson; loc. cit.; a2 


52. “While still a major disease in some parts 
of the world, malaria has virtually disappeared from 
the United States. Relapse of infection after a free 
interval of several years is most unusual.” Beeson; 
loc. cit.; p. 3 


Polyarthritis 

53. ‘‘Polyarthritis is also rare in brucellosis; the 
only joints commonly affected are those of the spine.” 
Beeson ; Joc. cit.; p. 3 

54. “Fever is one of the common manifestations 
of neoplastic diseases. Hypernephroma may be asso- 
ciated with daily chills and fever reaching 104-105° F. 
Carcinoma of the stomach or pancreas, especially if 
it be associated with metastasis to the liver, may cause 
considerable temperature elevation.” Beeson ; /oc. cit. ; 
4 

55. “Fever is characteristic of any. disease in 
which hemolysis occurs.” Beeson; loc, cit.; p. 5 


56. “Petechiae in the skin of the legs or ankles 
are often present in elderly males and have little 
significance.” Beeson; Joc. cit.; p. 6 


57. “Enlarged nodes over the femoral triangle 
are more likely to be helpful in diagnosis. Reference 
has already been made to the importance of search 
for nodes high in the axilla or behind the inner ends 
of the clavicles. It should be emphasized that marked 
enlargement is not necessary, since metastatic carci- 
noma or tuberculosis can frequently be found in nodes 
which are barely palpable.” Beeson; /oc. cit.; p. 7 


Sarcoidosis 
58. “There is probably no other disease dis- 
tributed as widely throughout the body that is accom- 
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panied by so few symptoms. Autopsies on persons 
who have died from a totally unrelated condition 
have disclosed extensively disseminated sarcoidosis 
that had progressed during life without arousing the 
slightest suspicion of its presence.” Warfield T. 
Longcope; Joc. cit.; Section 10-73; p. 10 


59. “Sarcoidosis may persist for years in a quies- 
cent state in one or more organs. This is particularly 
true of affected lymph nodes, but pulmonary shadows 
have remained unchanged for four to 10 years, sple- 
nomegaly for seven years, and osseous lesions for 
17 years. During these periods there have been no 
known exacerbations.” Longcope; Joc. cit.; p. 11 


60. “The head is grasped by the examiner and 
shaken, using short quick movements from side to 
side and forward and backward. The eyes are imme- 
diately observed for nystagmus. In patients who have 
a latent spontaneous nystagmus, this test may activate 
it for a few seconds.” J. R. Lindsay; /oc. cit.; Section 
10-78; p. 3 

61. “The auditory and vestibular parts of the 
eighth cranial nerve separate on entering the medulla. 
The association of tinnitus and deafness with the 
attack of vertigo is therefore evidence of a peripheral 
origin.” Lindsay; Joc. cit.; p. 5 


Vertigo Diagnosis 

62. “The definite diagnosis of a central origin 
of vertigo is usually made on the basis of the asso- 
ciated symptoms and signs of a disease of the central 
nervous system, such as headache, incoordination, dis- 
turbances of muscle tone, pathological reflexes, and . 
involvement of other cranial nerves.” Lindsay; 
cit.; p. 5 

63. “On the basis of the findings on examina- 
tion, it is possible to divide vertigo of vestibular 
origin into three main groups according to localiza- 
tion of the lesion which is responsible for it: 


(1) Vertigo which is a symptom of a defi- 
nite disease of the central nervous system as 
indicated by the related neurological signs. 
(2) Vertigo which can be localized to the 
inner ear or eighth cranial nerve because of 
its association with tinnitus, or deafness, or 
both. (3) Vertigo in which the localization 
cannot be established with certainty. There 
are no associated auditory symptoms and no 
other related signs which would clearly local- 
ize its origin to the central nervous system. 
This group probably comprises more than 50 
per cent of all cases presenting the complaint 
of dizziness.” Lindsay; Joc. cit.; p. 6 


64. “The increased pigmentation, so chatracter- 
istic of Addison's disease, is nearly absent in pituitary 
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insufficiency even when it is accompanied by secon- 
dary adrenal cortical atrophy die to insufficient ACTH. 
It therefore appears that normal adrenal cortical func- 
tion suppresses some pituitary factor which is respon- 
sible for the increased spread of melanin in the 
pigment layer of the skin.’’ Peter H. Forsham; 
Vet. Admin. Tech. Bull.; March 30, 1950; Section 
10-62; p. 4 


65. “Intra-abdominal neoplasm, Hodgkins dis- 
ease, lymphoma, and regional enteritis may often be 
accompanied by pigmentary changes ind'stinguishable 
from those of Addison’s disease.” Forsham; Joc. 
cit.; p. 16 


Scientifie Mind 


66. ‘I do not believe that there is such a thing 
as “the scientific mind.” Most scientists are quite 
ordinary folk, with ordinary human virtues, weak- 
nesses, and emotions. A few of the most eminent 
ones indeed are people of superlative general ability, 
who could have done many things well; a few are 
freaks, with a freakish capacity and intuition in their 
special fields, but an extreme naivete in general 
affairs.” Professor A. V. Hill: American Scientist; 
July 1955; p. 456 


67. ‘Siderosis, it would seem, is not necessarily 
permanent, and if no more iron dust is inhaled the 
iron oxide is gradually eliminated from the lung 
parenchyma..... we may conclude that iron oxide 
is essentially an inert dust.” Perry; Joc. cit.; p. 463 


68. ‘This condition (Stannosis) one may regard, 
therefore, as benign pneumoconiosis similar to the 
siderosis of electric-arc welders.” Perry; cit.; 
p. 464 


69. “Evidence is accumulating that in the great 
majority of cases modern medical treatment, with its 
emphasis on postural drainage and the use of anti- 
biotics, greatly limits the disability from this disease. 
The cases most in need of surgery are usually the 
least likely to benefit from it, on account of the ex- 
tent of the disease or poor general condition. Despite 
the excellent results of many operations, there are 
good grounds for a conservative approach to the 
treatment of bronchiectasis.” Joc. cit.; p. 490 


70. “It would appear to us that the danger to 
the life of a woman with antenatal thrombphlebitis 
is not sufficiently great to warrant the use of the 

resent anticoagulants as a routine. They should not 
“ used in the last four weeks of pregnancy if at all 
possible, but if a pregnant woman is having multiple 
pulmonary emboli then the risk to the foetus will 
have to be taken and anticoagulants given.” D. E. 
Price; British Medical Journal ; Sept. 17, 1955; p. 721 


71. “If, as dust, the oxides of metals are inhaled 
into the lung and remain in its lymphatics they will 
throw X-ray shadows, the density of which varies 
with the atomic weight of the metal. Metals such as 
calcium (atomic weight 40-08) which is found in 
industries using limestone, marble, lime, cement, and 
gypsum, produce little radiological shadowing, at 
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most a little arborescence.” Kenneth M. A. Perry; 
The Lancet; Sept. 3, 1955; p. 463 


72. “I would urge that scientific people do not 
get an exaggerated idea of their importance or of 
their moral superiority, but regard themselves as citi- 
zens who have the same moral obligations of honesty, 
kindness, courage, and tolerance as others. They have 
no more right to insulate themselves from the com- 
mon atfairs of life, or the common obligations of 
citizenship, than have other people.’’ Professor A. V. 
Hill; American Scientist; July 1955; p. 456 


73. “I have as patients,’ he told me, ‘four men 
who have the Nellis Foster syndrome — a banker, 
two businessmen and a medical specialist. They all 
have these points in common: called to New York at 
higher salaries and status than they ever had before, 
told that they could have anything they needed in 
point of assistance and equipment, and made fully 
aware that what was expected of them in return were 
merely miracles or discoveries or astonishing results. 
Thus they have all been deprived of any excuse for 
failing; and now that two to four years have passed 
but no miracles appeared, they have a varying assort- 
ment of hypertensions, gastric ulcers, allergic symp- 
toms and ya parr — to say nothing of some very 
unhappy and bewildered wives.” Alan Gregg; Har- 
pers Magazine; August 1955; p. 73 


Dr. Schuessler Honored 
By Southern Methodist 


Dr. Willard W. Schuessler, El Paso, a Diplomate 
of the American Board of Plastic Surgery, was one 
of three persons to be named as outstanding alumni 
for 1956 by Southern Methodist University March 25. 

Others were Dr. Tom W. Bonner, nuclear physics 
expert from Rice Institute, and Dr. J. Earl Moreland, 
president of Randolph Macon College for Men at 
Ashland, Va. 

Dr. Schuessler, a past president of the South- 
western Medical Association, is a former Associate 
Professor of Plastic Surgery at Southwestern Medical 
School and also held the surgery residency at Baylor 
Hospital. For his work during World War II in 
the Armed Services, Dr. Schuessler was awarded the 
Legion of Merit. 


Steroids and the... . 


(Continued from page 284) 
promise in the treatment of rheumatoid arthritis. 

Pre-and postoperative steroid therapy should be 
instituted in patients who have received steroid 
therapy within six to 12 months prior to the surgery 
as severe adrenal crises are a serious postoperative 
hazard in such patients. 

Osteoporosis and compression fractures of verte- 
brae are likely to occur in the older age group, 
particularly in postmenopausal women, who must be 
maintained on continued steroid therapy, in spite of 
concomitant androgen estrogen therapy. 
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ORIGINAL ARTICLES 


Synergistic Acne Therapy 


By KENNETH C. BAKER, M.D., Tucson 


The complex inflammatory disease of the sebace- 
ous glands known as acne vulgaris is ordinarily easy 
to recognize and not difficult to treat. Occasionally, 
however, the chronic, resistant, severe, cystic and 
pustular type of acne appears, which usually presents 
quite a problem in therapy. 

The psychic ravages, physical scars, disfigurement, 
social and business embarrassment inflicted upon the 
unfortunate individual affected by this variety is a 
serious matter. Recalcitrant, stubborn acne is often 
immune to the usual regime of diet, keratolytics, 
hormones, vitamins, ultra-violet rays, x-rays etc. Those 
remissions which are induced by x-rays and other 
agents are frequently followed by complete relapse. 


A brief review of the observations of others yields 
some interesting facts and serves as a guide in the 
delineation of this disease. Acne vulgaris has been 
described“) as an inflammatory process of the skin 
involving the sebaceous follicles. The appearance of 
the skin is typified by the presence of plugged fol- 
licles, comedones, papules and pustules. Frequently 
seborrheic scaling, excessive oiliness and thickening 
of the skin are secondary characteristics ‘°, 


Several Factors 


The development of acne has been attributed to 
one or more factors. Not all inclusive, but indicative 
of them are the following: hormonal imbalance “, 
psychic consideration “), unsuitable diet “), halo- 
gens“), constipation ‘?), anemia‘), hypothyroidism 
(9%), avitaminosis ), cosmetic habits", postural 
habits occupational factors and focal infec- 
tion (14), 

In consideration of the many possible causes of 
acne, suggested treatment is quite varied and includes 
the following: } 


A) Oral — administration of antibiotics, sulfo- 
namides, vitamins, hormones, etc. . 


B) Hypodermic — Vitamin A, vitamin B12, crude 
liver extract, chorionic gonadotropin, estrogens, pro- 
gesterone, etc. 


C) External (topical) —- Dermal cleansing with 
various soaps and detergents, local application of 
sulfur, resorcin, sulfurated lime solution, lotio alba, 
salicylic acid, ammoniated mercury, antibiotics, vita- 
min A, etc. 


D) Physical — X-rays, cold quartz lamp irradi- 
ation, etc. 
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Many Causes 


Obviously, the multiplicity of causes, symptoms, 
forms, etc. obviate the development. of a single 
therapeutic measure which would successfully medi- 
cate all cases. The selection of an appropriate regime 
and medication for each form and stage is largely 
a matter of dermatologic evaluation and experience. 
The search for a therapeutic measure which will yield 
optimal results in the greatest number of patients 
has been relentless. 


The purpose of this study was to test an improved 
form of topical and systemic medication in the treat- 
ment of certain types of acne, (cystic, pustular, 
nodular) which have generally proved resistant to 
therapy and in which the lesions caused scarring. In 
order to make certain that the treatment under inves- 
tigation had an extremely high therapeutic index it 
was decided to restrict its use to those patients who 
had limited or no response to the usual methods of 
therapy. The medications employed in these clinical 
trials were “Rezamid Lotion”* and “Rezamid Tab- 
lets.”” In conjunction with both the lotion and tablets. 
when necessary, co-therapy was employed such as 
thyroid, progesterone, Vitamin A, ultraviolet and 
x-rays. Fourteen patients used only the lotion and 
tablets, 


Flesh Colored Vehicle 


The lotion consisted of a flesh colored vehicle of 
zinc oxide, talc, propylene glycol, alcohol, water and 
inert coloring matter and containing as active ingre- 
dients N'sulfanilylacetamide 8.5 per cent, sulfur 5 
per cent and resorcin 2 per cent. 


The tablets consisted of a mixture of 0.125 mgs. 
of sulfadiazine, sulfamethazine, sulfamerazine and 
sulfapyridine respectively. Many clinicians believe 
that sulfur is ‘he most important single factor in the 
treatment of acne vulgaris. The valuable keratolytic 
and antiseborrheic action of resorcin when employed 
in conjunction with sulfur is equally well recognized. 

The role of bacteria in the development of folli- 
cular plugging and pustular lesions associated with 
acne has been controversial “5. Nevertheless, the 
current use of oral antibiotics indicates that most 
physicians recognize the existence of more than a 
casual relationship between the disfiguring and ugly 
pustular element and bacterial organisms. In view 
of this theory the synergism of 8.5 per cent NiSulfa- 
nilylacetamide and resorcin and sulfur as antibacterial 


*Supplied by the Dermik Pharmacal Co., Brooklyn 8. N. Y. x 
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and antiscborrheic agents requires only brief further 


elaboration. Previous investigation has established 
(16) that antibiotics, although quite important in the 
management of cutaneous bacterial infections have 
shortcomings, such as limited spectra of effectiveness, 
allergenic potentialities, instability, toxicity, etc. In 
addition a comparison of in vitro antibacterial activity 
of NiSulfanilylacetamide and four commonly used 
antibiotics, employing identical strains of organisms 
indicates that it would require a combination of baci- 
tracin and neomycin together with polymixin B to 
equal the effective range of N:Sulfanilylacetamide. 


Method of Procedure 


One hundred and six patients were treated. “Reza- 
mid Lotion’’ was applied to the affected areas twice 
daily and in the more severe cases an additional 
application was made at bedtime. Clinical experience 
with this lotion showed an index of efficacy not pre- 
viously encountered with any other topical applica- 
tion. Obdurate, obstinate and extensive pustular acne 
lesions responded extremely well; considerable im- 
provement often noticeable within the first week of 
application. 


Although cystic lesions did show some improve- 
ment with Rezamid Lotion, more improvement was 
evident when Acnestrol Lotion (contain‘ng 1.75 mg. 
of diethylstilbesterol dilaurate per gram) was em- 
ployed instead. 

When the severity of the eruption required oral 
therapy in conjunction with topical measures, three 
to five ‘““Rezamid Tablets’ per day were prescribed. 
This proved effective and was advantageous from the 
viewpoint of low cost and freedom from characteristic 
side effects of the antibiotics. 


The accompanying chart illustrates in graphic form 
a summary of the results obtained with ‘“Rezamid 
Lotion” in cystic and pustular acne. As indicated in 
the chart this therapy produced an extremely high 
percentage of successful results. In a total of 106 
cases of acne, 62 patients were completely arrested, 
28 were 85 per cent improved, 10 were 75 per cent 
improved and 6 showed little or no improvement. 


Summary 


Rezamid Lotion proved to be an extremely effec- 
tive treatment in pustular acne vulgaris. In extremely 
severe cases Rezamid tablets seemed to hasten im- 
provement. The tablets were employed in 22 patients 
in conjunction with the lotion with no evidence of 
any G. I. upset or any drug eruption noted. In 106 
cases treated with Rezamid Lotion, only 2 patients 
developed a sensitivity. No contraindications were 
found even when x-rays or Cold Quartz therapy were 
used in conjunction with Rezamid Lotion. The latter 
was most acceptable with female patients in masking 
facial blemishes. The total of effective result was 
about 90 per cent and it is my opinion that this medi- 
cation should supplant most of the drugs used to 
treat this type of acne. 
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Summary of Case Histories 


Complete Partial Partial Little 

Classification Number (100%) (85%) (75%) or-no 
of cases of patients Clearance Clearance Clearance Improvement 

Severe 70 42 20 5 3 
Moderate 28 18 5 3 Z 
Mild 8 2 2 2 1 
Totals 106 62 28 10 6 
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Texas Postgraduate Session 
Scheduled in El Paso May 20 


The El Paso branch of the University of Texas 
Postgraduate School of Medicine will hold its next 
program in the El Paso County Medical Society's 
Turner Home at 1301 Montana Street on.May 20th, 
according to Dr. Ralph H. Homan, assistant dean. 


Subject for the meeting will be Orthopaedics. 
Dr. George W. Eggers, Professor of Orthopaedic 
Surgery at the University of Texas, Galveston Branch, 
will be one of the speakers and will talk on “Surgery 
Practicable in Cerebral Palsy’’. 


Others on the agenda and their subjects are: 


Dr. Morton H. Leonard, El Paso, ‘Treatment of 
Fractures of the Os Calcis, and Treatment of Ankle 
Sprains”; Dr. David M. Cameron, El Paso, ‘‘Frac- 
tures of the Femur’; Dr. Louis W. Breck, El Paso, 
“Intramedullary Fixation of Long Bone Fractures” ; 
Dr. S. Perry Rogers, El Paso, ‘Fractures in Chil- 
dren”; Dr. W. Compere Basom, EI Paso, “Compli- 
cations Resulting from Fractures” and Dr. A. E. 
Luckett, El Paso, ‘‘Colles Fractures’. 
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MEETINGS 


Address of Dr. Ralph E. Campbell At Ob-Gyn Meeting in Tucson 


A highly successful and well-attended third annual 
meeting of District 8 of the American Academy of 
Obstetrics and Gynecology was held in Tucson, Ari- 
zona, April 9-11. 

An honored guest of the meeting was Dr. Ralph 
E. Campbell, Professor cf Obstetrics and Gynecology 
at the University of Wisconsin School of Medicine, 
who is president of the American Academy of Obste- 
trics and Gynecology. The text of his opening 
address follows: 

“As a former pres‘dent of the National Federation 
of Obstetric and Gynecologic Societies, I was on the 
ground floor when the Federation was faced with 
the decision as to whether it was to disband or to 
change its name and become active as the American 
Academy of Obstetrics and Gynecology with a dif- 
ferent philosophy and function. 


Considerable Doubt 


“At that time there was considerable doubt among 
many of our honorable men in the specialty as to 
whether the Academy would attract and absorb the 
best in our specialty and as to whether the Academy 
would be paralleling other organizations in our 
specialty. There were those who felt that there were 
already too many organizations in our specialty having 
their annual meetings but with little purpose or 
activity in between, with many of these organizations 
operating by the policy of restriction and exclusion. 

“The Academy idea tcok hold when it became 
apparent that this organization was to be formed 
for the purpose of bringing better obstetrics and 
gynecology down to the ‘grass roots’ level every 
place, everywhere in this country and Canada, and 


was to open its fellowship to thousands of obstetri- 
cians and gynecologists whose qualifications and 
limitations met the requirements of the Academy, 
and to give them for the first time, and deservedly 
so, a chance to funnel their professional activities 
and academic interests in an organization of naticnal 
assembly and recognition. 


Unified Profession 


“An organization whose efforts were to extend 
themselves not only to assembly meetings but to 
bring forth a unified profession for the purposes of 
care of patients, education and administration. The 
latter was made official Academy policy some time 
later. 

“There is always doubt in some organizations as 
to the rule of the majority relative to policy making 
and perpetuation of its officers. I wish to emphasize 
at this point that when the Academy was organized 
by its founding fellows, it was set up so that the rule 
of the majority would make the policies and deter- 
mine the direction and success of the organization. 

“IT wish to show you that the Academy is demo- 
cratic and is not run by a hierarchy with an official 
family in a position to perpetuate itself. You, the 
fellows, determine the officers from the local level 
to the national offices. Each fellow in his section 
submits names for nomination of the Section Officer 
with the three fellows mentioned most frequently 
becoming the slate for the election of the single 
Section Officer. Each Section Officer is responsible 
to his fellows for keeping them informed as to the 
purposes and policies of the Academy. His term is 
for three years and he can not be re-elected. - 


From left: Dr. C. B. Hodgkinson, Birmingham, 
Michigan, national secretary of the American Aca- 
demy of Obstetrics and Gynecology; Dr. George E. 
Judd, Los Angeles, vice chairman of District 8; 
Dr, Allen McMurray, Houston; Dr. R. Glenn Craig, 
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San Francisco, chairman of District 8; Dr, Ralph E. 
Campbell, Professor of Obstetrics and Gynecology at 
the University of Wisconsin School of Medicine, and 
president of the American Academy of Obstetrics 
and Gynecology. 
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Section Chairmen 


“It follows that the Section Chairmen become the 
District nominating committee to submit the names 
of one or more nominees for the office of District 
Chairman to the fellowship of the whole district. 
The District Chairmen, in conjunction with the 
national officers pass on the qualifications of all 
applicants for fellowship, become a part of the 
governing Board of the Academy as a whole and 
consider problems arising in the Districts with sub- 
mission of reports and recommendations to the Execu- 
tive Board as a whole of which they are a part. The 
District Chairman’s tenure of office is for three years 
and he can not be re-elected. 

“The nominating committee for the officers of 
the Academy, which include the President, President- 
elect, First Vice President, Secretary, Assistant Secre- 
tary and the Treasurer, are appointed by the incoming 
President from a list of at least three fellows sub- 
mitted by each District Chairman. One of the fel- 
lows from the submitted list acts as a member of the 
nominating committee representing his district, and 
the most recent past President acts as the Chairman 
of this committee. 


Standing Committees 


“It can be further pointed out that in the selection 
of standing committees, there has been an honest 
attempt, at least on my part, to have all districts 
represented, which I definitely feel should be a 
policy. In the smaller committees this is obviously 


impossible. 

“IT have mentioned our medical assemblies, notably 
the annual and district meetings, and they are of 
paramount importance. However, you must agree 
with me, that if we are to carry out and extend the 
value of this organization, beyond the scope ot medi- 
cal assemblies, then our standing committees must 
be carefully chosen, must understand clearly their 
purpose and function and the specific direction and 
activity to be taken. One of the most important 
committees is the Committee on Committees, which 
may sound absurd, but this committee, which is auto- 
matically composed of former past Presidents, deter- 
mines the function and direction of the different 
standing committees. 


Statistical Study 


“At the present time our Maternal Welfare Com- 
mittee 1s extending its activities in conjunction with 
the Department of Health, Education and Welfare 
in Washington, D. C., and the American Academy 
of Pediatrics, to a Study of Uses of Statistics on 
Maternity and Newborn Infant Services in Com- 
munity Hospitals away from Medical Centers. It is 
hoped to find practical application for these statistics. 

“Our Professional Standards Committee is more 
than active in developing a Manual on Professional 
Standards. 

“The Public Relations Committee is making deci- 
sions on lay publications as well as on many problems 
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in general and those within our several committees 
and their activities. 

“The Legislative Committee has had several prob- 
lems placed before it in Washington and has been 
very active. 


Advisory Problems 


“The Committee on the Care of the Fetus and 
Newborn has been confronted with many advisory 
problems and is also interested in a liaison problem 
between it, the American Academy of Pediatrics, and 
the American Academy of Cerebral Palsy as related 
to the obstetric aspects of cerebral palsy. 

“The Audio-Visual Committee has been attempt- 
ing to set up the cataloguing of practical and useful 
audio-visual aids and stimulating the development of 
such mechanisms, devices and procedures as can be 
applied to the teaching of obstetrics and gynecology. 

“The Professional Relations Committee has an 
increasing responsibility referable to checking prac- 
tices of fellows who have failed to continue the 
limitation practice in the specialty. All reported cases 
are referred to this committee. 


Unified Specialty 


“It is worthy of mention that the Academy has 
been called upon to assert its policy relative to the 
unified specialty in the organization of Departments 
in medical schools. 

“It is hoped that in the field of education the 
Academy will have direct representation upon the 
American Board of Obstetrics and Gynecology in 
the near future. 

“We have definitely indicated our position and 
interest in obtaining recognition on the Joint Com- 
mittee on Accreditation of Hospitals. 

“The Academy is constantly being consulted by 
numerous organizations from all over the country as 
to matters of policy and other details of our specialty, 
indicating our growing recognition as a representative 
of our specialty. 

“Time does not permit me to mention all of our 
committees and their important activities but I have 
attempted to present to you some that I thought 
would be of interest at this time. 


Biblical Terms 


“Tam proud of the Academy. Its growth has been 
phenominal. It has absorbed the best in our pro- 
fession. In Biblical terms, I have faith in it, great 
hopes for its future and have not been too charitable 
in its assessment. 

“OF no little importance, the American College 
of Surgeons asked the Academy to submit from our 
membership three members who might be acceptable 
to them as their direct representative to the Joint 
Committee on Hospitals — manifesting our recogni- 
tion by the American College of Surgeons. 

“Our Resident Programs have been outstanding 
and commendable as a departure from most medical 
meetings in recognizing the younger men capable of 
pean papers before the Academy.” 


SOUTHWESTERN MEDICINE 


ole 
7 
= 
a 
| 
he 
ane 
7 
: 


Over 300 attended the Western Jam- 
boree at the Westward Look Guest 
Ranch on the outskirts of colorful Tuc- 
son. A view of the ranch is shown 
at left. 


FUN 
in the 
SUN 


SPECIAL 
PICTURE 
REPORT 


DISTRICT VIII, AMERICAN ACADEMY OF OBSTETRICS AND 
GYNECOLOGY 


TUCSON, 
April 9-11 


SCIENCE 
in the 


Residents who presented papers at the 
meeting were (left to right) Dr. Gaylord 
Figge, University of Washington, Dr. Jack 
Miller, University of California Hospital, 
Dt. John Voskian, Harbor General Hospi- 
tal, Dr. Lee Noll, Los Angeles County Gen- 
‘tal Hospital, and Dr. Frank Potestion, 
University of Colorado. A feature of the 
meeting was the limitation of each paper, 
inluding all presented, to 10 minutes. 
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Second from left is Mrs. Aaron E. Margulis, Santa Fe, president of the New Mexico 
Medical Society Auxiliary. Dr. E. S. Crossett, El Paso, thoracic surgeon, guest speaker 
at the meeting, is on the right. With them are Dr. and Mrs. W. J. Hossley, Jr., Deming. 
Dr. Hossley is president of the Southwestern New Mexico Medical Society, while Mrs. 
Hossley is president of the society's auxiliary. 
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Mrs. G. H. Wright of Las Cruces and 
Dr. Remo Gay, also of Las Cruces. 


in Deming, N. M., April 4th 


- 


1.—Dr. C. C. Cobb, Silver City, N. M., and Dr. Sidney 
F. Baker, also of Silver City. 


2.—Dr. Paul A. Feil, Deming, N.M., (left) and Dr. 
G. H. Wright, Las Cruces, N. M. 


3.—Left to right are Mrs. C. L. Harris, Las Cruces, N. M., 
Dr. W. B. Cantrell, Truth or Consequences, N. M., and Dr, 
C. L. Harris, Las Cruces. 


4.—Mrs. W. B. Cantrell of Truth or Consequences. 


5.—Dr. B. D. Rodgers, Hurley, N. M., (left) and Mes. 
Paul Feil of Deming. 


6.—Left to right are Dr. L. J. Whitaker, Deming, Dr. 
L. G. Foster, Silver City, and Dr. John C. Mitchell, Silver 
City. 
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Behcet’s Disease 


By JOHN DENNIS MartTIN, M.D., EL Paso 


This article was prompted by the appearance in 
my private practice of a case of Behcet’s Disease, 
which case was reported in the “Registry of Inter- 
esting Cases” of the American Medical Association 
Archives of Opthalmology in August, 1954“. The 
case reported was only the fifth on the North Ameri- 
can continent and the first native-born American 
female with the disease. By far the great majority 
of such cases have been seen in an area around the 
Eastern Mediterranean coast and the appearance of 
so typical a case here in El Paso is startling. These 
rare conditions have a tendency to turn up in any- 
body’s office at the most unexpected times and, even 
though the disease may be refractory to all therapy 
currently available, it is some comfort to be able 
to make a definite diagnosis. 

Opthalmologists might like to credit recognition 
of the disease entity to B. Adamantiadis‘*’ an oculist 
in Athens who states “the disease was first described 
by me in 1930 as a recurrent iritis with hypopyon, 
aphthae in the mouth, ulcerations of the genitals, 
and thrombophlebitis of the fundus or the legs.” 
However, it remained for the Turkish dermatologist, 
H. Behcet“”. 1112) to tie up the oral, genital, and 
ocular manifestations into what he called a triple- 
symptom complex that was a distinct, clinical entity, 
and “‘by publishing cases in several European periodi- 
cals make the syndrome known as Behcet's Syn- 
drome” (quotations are from Adamantiadis in ‘)). 


Caused By Virus 


Behcet postulated that the condition was caused 
by a virus, and in one paper stated that he had found 
inclusion bodies in the pus from an anterior chamber, 
but this was not confirmed. The characteristic case 
typically exhibits a recurrent iritis with hypopyon, 
aphthae in the mouth, ulcerations of the genitals, 
and more careful histologic study might yield the 
thrombophlebitis as a constant finding ‘*) ; superficial 
phlebitis in the arms and legs shows up in about 
twenty-five per cent of recorded cases. Some authors, 
notably Curth“), include under the diagnosis so- 
called abortive cases with only two of the three char- 
acteristic findings, as iritis with genital lesions, or 
genital lesions with aphthous ulcers in the mouth; 
there is some justification for this inasmuch as the 
triad seldom, if ever, blossoms at once in its full- 
blown pattern. 

One case observed by Whitnall‘®) required 
twenty-one years to develop the full triad of signs 
and symptoms; but one to four years to exhibit the 
complete picture seems to be about the average. The 
condition responds so poorly to treatment that as the 
unhappy patient shops from one doctor to another 
in the hope of a cure the physician seen early may 
not have the opportunity to see the final picture in 
any one case. In addition to the characteristic symp- 
tom complex, there may be complications such as 
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pyoderma, papulo-pustular dermatitis, furunculosis 
including external otitis with its severe pain, and 
various rheumatic pains and arthralgias, even to 
swelling of the joints, especially the ankle. The 
knees have been involved with a true suppurative 
effusion which on clearing left no damage to the 
articular surfaces‘? 


Various Complications 


With all these various complications, as with the 
iritis and ulcers of the mouth and genitalia, spon- 
taneous healing with recurrence is the most char- 
acteristic facet of the disease. The disease is seldom 
fatal of itself, but three deaths have been reported, 
one of these‘) showing involvement of the 3rd and 
4th cranial nerves and of the pyramidal tract before 
death. Another‘’’ on autopsy showed non-specific 
round-cell infiltration in the meninges and brain, 
micro-infarcts in the substantia nigra, perivascular 
round cell infiltration around the central retinal 
artery and in the choroid, and round cell infiltrates 
in the liver and kidneys. 

Magni’s case‘*) showed various CNS manifesta- 
tions for three years before death. Knapp ‘® reported 
a patient, who, as a complication, suffered for three 
months from headaches, ataxia, impairment of 
memory and speech with a positive Romberg and 
hyperactive patellar reflexes, but with complete dis- 
appearance of all these signs and symptoms. 


Mostly Males 


Four-fifths of the reported cases are in males 
between the ages of 15 and 45, with half of these 
in the decade between 15 and 25. Geographically 
90 per cent or more of the cases are found around 
the Eastern shore of the Mediterranean Sea, about 
32 cases having been seen at the University of. Istan- 
bul‘), The case reported in this paper is only the 
fifth to be reported from the North American con- 
tinent (and incidentally the only female with the 
fully developed triad, since the female case reported 
by Dr. Curth had no ocular lesions). 

No cross infections among members of a victim’s 
family or other known contacts have been reported, 
so it does not appear that the disease is contagious 
or infectious in the usual sense, despite the many 
open sores that characterize it. While an occasional 
case has been reported in which useful vision has 
been preserved, most progress inexorably to blind- 
ness. There is some pain from the actual inflam- 
mation in the eyes, and often a great deal more 
from the secondary glaucoma that so frequently 
complicates the ocular situation. 

The skin lesions are non-specific’) and may 
resemble erythema nodosum or e. multiforme, or 
acne, but the term “‘aphthous’’ does not to me seem 
strong enough to describe the deep necrotic punched- . 
out ulcerations which may be as much as one cm. 
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in diameter. When these involved the pharynx and 
larynx the edema may be so severe as to require 
repeated tracheotomy“). On the vulva the lesions 
may perforate clear through the labia majora. 


Scrotum Involved 


In the male the scrotum is involved more severely 
than the penis. All of these lesions of skin and 
mucosa are apt to be exceedingly tender. Each 
episode of uveitis and ulceration lasts from six to 
ten days and subsides spontaneously. The interval 
between episodes gradually lengthens until there are 
no more attacks, but the individual exacerbations do 
not seem to become less severe. 

Since these bouts may come on from three to 
twelve or more times a year it is small wonder that 
most writers comment that these patients show an 
“extraordinary nervousness and anxiety.’ The gen- 
eral health remains good. The lesions in the mouth 
may precede the eye manifestations, or come on 
years later, and may persist even after the eyes are 
blind or enucleated. 


Extensive Study 


Adamantiadis, who has observed six cases, states 
that the ocular manifestations begin as an iritis, with 
the hypopyon developing early. Sezer, in probably 
the most extensive and authoritative study yet made“? 
thinks that the ocular lesions actually begin in the 
optic nerve and retina and that the iritis and hypo- 
pyon are later developments, and this view seems 
to be shared by most observers including my- 
self. The posterior pole and macular region are 
involved early so that the patient may consult an 
oculist or optometrist thinking he needs glasses. Even 
with the opthalmoscope a tendency for the venules 
to become engorged in a phlebitis has been observed ; 
there is so much exudate in the vitreous that an 
opportunity to study the fundus details does not 
often arise. 

It is remarkable how thié cloudy vitreous some- 
times clears between recurrences. The arterioles also 
are attacked by an endarteritis and a periarteritis, and 
the result of all this vascular damage is repeated 
hemorrhages which in organizing may cause retinal 
detachment. Optic atrophy has been reported fre- 
quently and while some earlier writers were inclined 
to believe this was due to the secondary glaucoma 
that often supervened, it now appears that the optic 
nerve is itself attacked in the inflammatory process. 


Pathologic Report 


The pathologic report on an eye enucleated from 
my own case is so typical that I will quote it 
verbatim: 


“Sections of the globe showed iris, lens, 
remnants, and retina bound into a mass of 
hemorrhagic and fibrino-purulent exudate ad- 
herent to lateral walls of the globe. Marginal 
scar tissue is abundant and a heavy infiltration 
of lymphocytes, large mononuclears, and 
plasma cells is seen. There are no giant cells 
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and no tubercle formation. 
structures are involved and there is a moder- 
ate perivascular infiltration throughout which 
extends down the optic nerve. The etiology 
is not apparant from the sections.” 


H. F. Heslington, M. D. 


All layers and 


Biopsies from skin lesions have shown a similar 
thrombosis and obliteration of vessels‘: *. and others) | 


Excellent Work 


The recent excellent work of Sezer seems to 
establish the causation very definitely as a specific 
filtrable virus that can cause in rabbits, after as 
many as thirty passages through infected mouse- 
brains and chorioallantoic membranes of fertile eggs, 
a disease which seems in all respects to be the 
counterpart of Behcet's Disease in humans. 

These rabbits show hypopyon, chorioretinitis, loss 
of hair from their backs, thrombophlebitis even to 
gangrene, and encephalitis, these various lesions 
showing up in episodes and clearing up spontane- 


~ ously as in the human. Sezer had the inspiration to 


try to obtain the virus from thé fresh vitreous of an 
eye enucleated from a patient suffering from Behcet's 
Disease and from the subretinal serous exudate aspi- 
rated from two other cases of the disease being 
treated by him at the time. 

Despite such a bizarre picture there is some prob- 
lem in the differential diagnosis‘'*’. True pemphigus 
is an invariably fatal skin disease which may involve 
the eyes and characteristically shows large bullae and 
tends to affect persons of middle life, especially those 
of Jewish origin. The variant called ocular pemphi- 
gus shows the dramatic “essential shrinkage of the 
conjunctiva” with vesicle formation and membranes 
or pseudo-membranes forming in the conjunctiva, 
symblepharon, and blindness resulting from corneal 
involvement. 


Sharp Patches 


Erythema multiforme shows sharply defined 
erythematous patches which may show a symmetrical 
distribution, vesicle formation with large crusting 
ulcers in the mouth, pharynx, genitals, skin, and 
bronchial tubes, and while recurrent, is usually mild. 
When involving the eyes with a severe purulent con- 
junctivitis, as described by Stevens and ‘Johnson ‘?”’, 
it may involve the cornea in extensive and even 
perforating ulcers; about 25 per cent of these cases 
are complicated by a severe bronchopneumonia and 
sometimes death ensues. 

Stevens-Johnson’s Disease is an acute non-recur- 
rent febrile disorder of children, often seen as a 
drug reaction, which helps in the differentiation. 
Lymphogranuloma venereum has ocular and genital 
components but the conjunctivitis with preauricular, 
parotid, and submaxillary adenopathy is quite dif- 
ferent from the eye involvement in Behcet's Disease. 

Despite the ulcerations of the genitals an inguinal 
lymphadenitis is not a part of the picture in Behcet's 
Disease. The Frei test would be of value except 
that it must be noted that in Behcet’s Disease a 
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false-positive reaction to almost any kind of a skin 
test is easy to obtain since papule and necrotic 
pustule formation frequently develop from any needle 
puncture. 


Secondary Syphilides 


Secondary syphilides might rarely for a short time 
cause a picture somewhat resembling Behcet’s Dis- 
ease. An uncommon type of herpes zoster with 
involvement of either the maxillary or mandibular 
division of the fifth nerve along with the opthalmic 
branch might give a confusing oculo-oral picture 
one might mistake for an “abortive” type of the 
triple-symptom complex, but the true state should 
soon be recognized. 

At the present time no treatment is of any avail. 
save efforts directed toward the relief of pain and 
prevention of secondary glaucoma. Enthusiasm for any 
therapeutic agent can be high, for it is the nature 
of each individual episode to clear up in five or ten 
days regardless of what therapy is used or whether 
any therapy is used. 

Arsenicals, Bismuth, gold preparations, bacterial 
antigens, anticoagulants, iodides, smallpox vaccine, 
hormones male and female, whole blood transfusions, 
vitamins of all kinds, nicotinic acid, sulfonamides, 
the various antibiotics, antihistaminics, deep and 
superficial X-ray therapy, allergic desensitizations, re- 
moval of foci of infection, and cortisone and ACTH 
in adequate dosage have failed. An exacerbation was 
noted in one patient while receiving ACTH. 


Real Challenge 


To spark the morale of such a sorely beset patient 
is a real challenge to the physician and that phase 
of management cannot be overemphasized. It would 
be well to direct such a patient toward vocational 
rehabilitation early in the course of the disease, 


References 


(1) Martin, J. D.: Behcet’s Disease, A Case Report, Arch. Opth., 
Vol. 52, P. 272-74, Aug 1954. 


(2) Adamantiadis, B.: Am. J. Opth. Vol. 24-3, P. 447-50, Mar. 
1951. 


(3) France, R.; Buchanan. RK. N ; Wilson, M. W.: and Sheldon. 
Jr., M. B.: ‘Medicine’ Vol, 30-4, P. 335-55, Dee. 1951. 

(4) Curth, Helen Ollendorff: Recurrent Genito-oral Apthosis and 
Uveitis with Hypopyon ‘Behcet's Syndrome) — Report of Two 


Cases, Arch. Dermat. & Syph., Aug. 1946, Vol. 54, P. 179-96. 
©) Whitnall, G. P. B- Brit. J. Dermat., Vol. 46, P. 414-19, 1934. 
(6) Gray, G. S.* J. Canadian Med. Ass'n, Vol. 62, P. 597-99, 1950. 


(7) Berlin, C.. Arch. Dermat. & Syph., Vol. 49, P. 227-33, 1944. 

(8) Magni, 8.: Riv. Oto-Neuro-Oftalm., Vol, 26, P. 445-52, 1951. 

(9) Knapr, J.: Welinscher, Vol. 71, P. 1288-90, 1941. 

(10) Bebset, H.: Dermat. Wehnscher, Vol. 105, P. 1152-57, 1937. 

(11) Beheet. H.: Bull. Soe. France. de Dermat. & Syph., Vol. 46, 
P 674-87, 1939. 

(12) Bekcet, H.: Dermatologica, Vol. 81, P. 73-83, 1940. 

(15) Sezer, F. Necdet: A. J. Opth., Vol. 36-3, P. 301-15, Mar. 1953. 

(14) Touraine, A.: L’Aphthose, Bull. Soe, Franc. de Dermat, & 
Syph., Vol. 48, P. 61-104, 1941. 

(15) Keret, David S.: Arch. Otolaryn., Vol, 54-5, Nov. 1951. 

(16) Hogan, Michael J.: Review Article, Arch. Opth., Vol. 49-3, 
P, 7°53, Mar. 1953. 

(17) Jebejian & Kalfavan! Ann. d’Ocul., Vol. 179, P. 481-91, 1946. 

(18) Karani, S. B.: Proc. Royal Soc. Med., Vol. 46, P. 45-6, Jan. 
1952 

(19) Th -odore, Frederick H.: Oral Surg., Oral Med. and Oral 
Path., No. 5, Vol. 3, P. 259-70. Mar. 1952. 

(20) Stevens & Johnson: A. J. Dis. Child, Vol. 24, P. 526, 1922. 


MAY, 1956 


Book Reviews 


LEVINSON, Samuel A., MD, PhD, and 
McFATE, Robert P., ChE, PhD. CLINICAL 
LABORATORY DIAGNOSIS, 5th edition, 
Lea & Febiger, Philadelphia, 1956. $12.50 

This new edition of a long accepted work is one 
of the very best single volumes for use of general 
practitioners, specialists, and students alike. It is 
especially well arranged for comparison of patho- 
logic and normal findings in all clinical laboratory 
fields. A review of clinical symptoms of various 
entities and normal physiology is one of its best 
features. 

The methods described are those in use in the Uni- 
versity of Illinois Educational Hospitals Laboratories 
and in the Chicago Board of Health Laboratories. 

The procedures are up to date, well and simply 
presented. 

A paragraph on interpretation of findings is very 
helpful. 

This book should be useful to anyone who prac- 
tices medicine, be he GP or specialist. 

D. von Briesen, M. D., El Paso 


CLINICAL BACTERIOLOGY. By E. Joan 
Stokes. 288 pp. Edward Arnold, Ltd., London, 1955. 
$8.00. 

This is a well organized, well-written manual of 
extreme practical value. The procedure for collection 
of clinical material as well as culture and identifica- 
tion of organisms is clearly outlined, including direc- 
tions for carrying out antibiotic assays and immuno- 
logic tests. Worthy of special attention is the chapter 
on the practical aspects of hospital epidemiology. 

PROLONGED AND PERPLEXING FE- 
VERS. By Chester S. Keefer, M. D., and Samuel E. 
Leard, M.D. 248 pp. Little, Brown and Company, 
Boston, 1955. 

The authors have presented a clarification of the 
differential diagnosis of fevers of longer than. two 
weeks’ duration. Part One is devoted to the practical 
considerations of the physiology of fever, and the 
remainder of the book discusses infections and non- 
infectious fevers, stressing the most common causes 
and their atypical manifestations. There are numerous 
illustrative case histories. The carefully organized 
manner of presentation makes this beok valuable both 
as a quick reference and as a contribution deserving 
thorough study. 


CORTISONE 


Cortisone In Hypertensive Vascular Disease 
Perera, G. A., et al., J]. Clin. Invest, 29:739, 1950 


Cortisone influenced hypertension cnly slightly. In- 
somnia, increased appetite, loss of scalp hair, men- 
strual changes, and delayed healing of a superficial 
pyogenic abscess were cbserved curing cortisone ther- 
apy. 


Clinical Clippings, October, 1950 
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Substances Wnich Affect Insulin Response 


Since the beginning of insulin therapy great interest 
has been manifest in substances which delay or modify 
the action of insulin. These substances may be clas- 
sified in accordance with their constitution as fol- 
lows: 


1. Glucagon® - a substance found in pancreatic 
extracts of insulin commercially available in United 
States, which tends to raise the blood sugar. 


2. Nitrogenous substances 


a. Protamine’ which causes a long delay in insulin 
action with extremely small absorption during the 
period of delay. (See Fig. 1.) 


6. Globulin which causes a small delay in absorp- 
tion and allows the insulin to act during the period 
of delay. (See Fig. 1.) 


c. Hexamethylene Tetramine* which causes an in- 
termediate delay and allows insulin absorption during 
this period of delay (See Fig. 1.) 


3. Metallic Elements 


a. Aluminum potassium sulfate which causes con- 
siderable delay in the action of insulin®® (See Fig. 1.) 


5. Zinc in the form of zinc insulin crystals (old) 
which causes a small delay in the action of insulin” 
(See Fig. 1.) 
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«Lente Insulin 


Insulin Additives: Glucagon, Nitrogenous Substances, 


Metallic Elements, and Specific Pharmacodynamic Agents 


By THEODORE M. FEINBLATT, M. D., AND EpGar A. 
FERGUSON, JR., CHEMIST, BROOKLYN, N. Y. 


c. Zinc in modified (Lente*) form (new) which 
causes an intermediate delay in the action of insulin 
and allows absorption during the period of delay. 


4. Specific pharmacodynamic agents: 


a. Histamine, subject of this report, which increases 
the speed of absorption of insulin. 


b. Ergot derivatives (equal mixture of dihydroer- 
gocornine, dihydroergocristine, and dihydroergokryp- 
tine**),! subject of this report, which did not alter 
the absorption rate of insulin commercially available 
in the United States in rabbits or human subjects.*" 


c. Adrenochrome (as the sodium salicylate salt of 
the semicarbazone of adrenochrome***), subject of 
this report, which did not affect the rate of absorp- 
tion of insulin commercially available in the United 
States, in human** or animal subjects. 


Substances Which Affect Insulin Solubility 


Most of the substances which affect the rate of 
absorption of insulin work by altering the isoelectric 
point (pH at which insulin is least soluble) or by 
rendering the insulin more insoluble at the pH of 
the tissues. Substances affecting insulin absorption 


* Supplied for test purposes as oc” lletin by Eli Lilly and 
Company, Indianapolis, Ind., U. S. 

** Supplied for test purposes as tins by Sandoz Pharma- 
ceuticals, Division of Sandoz Chemical Works, Inc., New 
York, N. Y. 

*** Supplied for test purposes as Adrenosem by The S. E, Mas- 
sengill Co., Bristol, Tennessee 


Timed Response Curves of Various Forms of Insulin 
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by this mechanism are protamine, globulin, hexa- 
methylanine tetramine, aluminum potassium sulfate, 
and zinc. These are summarized in Fig. 1. 


Standard 


Standard insulin (designated “'s” in the graph) 
dissipates its action within four to seven hours reach- 
ing a peak of activity at approximately four hours. 


Protamine 


Protamine insulin (designated ‘‘p” in the graph) 
represents extreme delay with little activity during 
the first eight hours, reaching a peak at approximately 
twelve hours, and slowly reducing its action during 
the last twelve hours. 


Lente 


Lente insulin (designated ‘‘l’’ in the graph) rep- 
resents an intermediate between standard and pro- 
tamine acting almost as quickly as standard insulin 
and maintaining its action almost as long as pro- 
tamine. 


Globulin 


Globulin is similar to standard insulin except for 
some intermediate delay and can be described by the 
first portion of the Lente curve, but the ‘prolongation 
of action is missing. 


Hexamethylene Tetramine 


Hexamethylene tetramine insulin may also be de- 
scribed by the first portion of the Lente curve but 
the prolongation of action is missing. 


Aluminum Potassium Sulfate 


Aluminum potassium sulfate insulin in certain 
forms has the prolongation of effect found in pro- 
tamine but is uncertain in its effect. 


Zine Insulin Crystals (Old) 


Zinc insulin crystals (old): solution has almost 
exactly the same curve as standard insulin but is very 
slightly delayed. 


NPH Insulin 


NPH insulin is very similar to the Lente curve 
but is more uncertain in its action. 


_ Note: The curves have been adapted from, ‘‘Re- 
port of Comparative Blood Sugars in Diabetes with 
Standard Insulin and with New Improved Insulin,” 
by Feinblatt and Ferguson, reference No. 9.; “Control 
of Diabetes” by Murray and Wilson, reference No. 
7.; ‘““Hexamine Insulin’ by Feinblatt, Ferguson, and 
Alpert, reference No. 8.; and reference No. 29. 
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Substances Which Do Not Affect Insulin 
Solubility 


Some substances which may affect the rate of in- 
sulin absorption by specific pharmacodynamic effect 
are glucagon, histamine, ergot, and adrenochrome. 
These substances form the subject of this report and 
their effect on the rate of absorption of insulin or 
lack of effect on this rate are of extreme clinical im- 
portance. 
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29. Report to be published by the present authors. 


(To Be Continued) 


Chemical and Biological Studies on Sulfur- 
Containing Polysaccharides. Mordecai E. Ber- 
kowitz. At pH values as high as 8.6, human plasma 
proteins have been found to interact in a characteris- 
tic fashion with certain sulfated polysaccharides.’ In 
order to understand the basic chemical and biological 
behavior of sulfated polysaccharides more thoroughly, 
the following study was carried out. 


The in vitro anticoagulant activity of sulfated poly- 
saccharides was determined to be from 1 to 47 per 
cent of that of heparin, with the average anticoagulant . 
activity being 26.4 per cent. There is no correlation 
between the degree of in vitro anticoagulant activity 
of sulfated polysaccharides and their chemical com- 
position and capacity to precipitate human beta-glob- 
ulin at pH 8.6. By turbidimetric analysis preceded by 
acid hydrolysis it was found that the various sulfated 
polysaccharides studied contain from 4 to 21 per cent 
sulfur. Those sulfated polysaccharides containing 
glucose as the only constituent were noted to give a 
turbidity in the presence of barium acetate at a pH 
of 1. These same sulfated polyglucosans also precipi- 
tate human beta-globulin at pH of 8.6, signifying a 
definite correlation between their chemical structure 
and their capacity to yield insoluble barium salts at 
pH 1 and to precipitate human beta-globulin at pH 
8.6. In the presence of versene at pH values from 
5.7 to 7.1, the barium salt of inorganic sulfate was 
found to be less soluble than the barium salts of sul- 
fated polysaccharides. 
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United States Public Health Service Co-operative Investigation 
of Intra-Microbial Therapy of Tuberculosis 


Meningitis Prophylaxis Protocol * 


By Jack C. PostLewaire, M. D., Et Paso 


Introduction: 


In spite of the rapid reduction in mortality rate 
from tuberculosis in El Paso City and County in the 
past ten years there is still a notable increase in the 
morbidity of tuberculosis and in the mortality of 
tuberculosis meningitis. For example: In 1945 there 
were 255 cases of tuberculosis admitted to El Paso 
Tuberculosis Sanitorium of which 88 were minimal, 
87 moderately advanced, 68 far advanced, with 12 
extra pulmonary cases present. The deaths were 137, 
or approximately 130 per 100,000 population. In 
1953 there were 257 cases admitted to the hospital 
with 78 minimal, 106 moderately advanced and 73 
far advanced and no extra pulmonary disease re- 
ported. 36 deaths were recorded or 24.8 per 100,000 
population. This improved picture, however, was 
not paralleled by the death rate or the morbidity rate 
of tuberculous meningitis. There were 8 such cases 
reported in 1954, with eight deaths, a 100 per cent 
mortality. This has been the average throughout the 
period of statistical study in the past ten years. 


Recent Reports 

Due to recent reports and observations on the 
isonized group of drugs in the treatment of tubercu- 
losis it has been observed that no case of tuberculosis 
meningitis occurred in children on isonized therapy. 
This observation has not been generally held by all 
thesiologists and is therefore the basis of the study 
to be outlined in this report. Dr, Edith Lincoln of 
Bellvue Hospital has felt very strongly that there 
was no use to treat the primary lesion of childhood 
tuberculosis with INH because of lack of response. 
However, the high incidence of tuberculosis menin- 
gitis in this group of children ages through 4 has 
stimulated the prophylactic meningitis study. 


Skin Reactors 

The incidence of positive skin reactors to PPD 
0.0001 mg. is very high in border areas such as 
El Paso (approximately 10 per cent), and has been 
reported as high as 65 per cent in the past 25 years. 
The slum areas examined in the Phillipines and in 
Cuba have revealed incidence as high as 85 per cent 
positive skin test. The general average for this coun- 
try at the present time is 3.7 per cent in non-indigent 
areas and 10 per cent in slum areas. In Savannah, 
Georgia, 1020 children studied by patch tests revealed 
an incidence of 4 per cent plus. None were found 
in the age group under one year of age; 1.8 per cent 
from one to 2 years of age; 8 per cent in the 2 to 3 
years of age; 3.5 per cent in the 3 to 4 years of age; 
10 per cent — 4 to 5 years of age; and 7 per cent 
in the 5 to 6 years of age. Approximately 88 per 


* Delivered before the Annual Meeting of the U. S.-Mexico border 
Public Health Association in Mexico City. 
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cent of the children in contact families are positive 
by the fifth birthday. Based upon this high incidence 
of conversion in children and with a risk somewhere 
between 3 and 20 per cent — estimated — of menin- 
gitis complication, it moved the Health Department 
in El Paso to undertake this study of meningitis 
prophylaxis. 
Co-operative Investigation 


The following co-operative investigation was 
created to determine the effectiveness of isonized in 
preventing meningitis and other tuberculous compli- 
cations in children with primary tuberculosis. Under 
the direction of Dr. Frank W. Mcunt, Washington, 
D. C., the protocol outline for the meningitis prophy- 
laxis study was forwarded to participating health 
departments. As of June 20, 1955, participating 
investigators were given the following outline and 
criteria for the selection of cases for the study. 
1. Children under 3 years of age with a reaction of 
at least 1/4, mm. of induration of 1-10,000 mg. PPD, 
with or without a lesion visible by x-ray of the chest. 
2. Children in this age group with x-ray evidence of 
hilar or parenchymal calcification are acceptable and 
there is no limit to the known duration of infection. 
3. Children over 3 years of age with evidence of 
pulmonary or hilar calcification from any cause who 
also have x-ray evidence of an active primary tu- 
berculosis lesion, either hilar, parenchymal or both. 
4. Children who previously were known to have no 
reaction to intra-dermal PPD but, who, within six 
months from that date, developed a reaction to 
1-10,000 mg. PPD. These children need not have 
x-ray evidence of primary tuberculosis. Within these 
four classifications of children a plan of random 
selection for 1/, of these subjects to receive isonized, 
the other half to receive Placebo medication, was 
devised. These children are screened at the local 
clinical level each month and will receive repeat 
medications under a pre-numbered bottle system orig- 
inating in the Health Office at Washington, D. C. 


Identical Tablets 


The tablets of Isonized and Placebo are identical 
in both taste and appearance. Both tablets are fla- 
vored with peppermint and are scored and of a 
50 mg. size; although, the Isonized tablets contain 
only 25 mg. of drug. The daily dosage of drug 
will be from 4 to 6 mg. per kilogram of body weight. 
Dosages will be adjusted during the treatment period 
as changes in the body weight are noted. The dura- 
tion of treatment of each patient will be approxi- 
mately twelve months at which time it is hoped that 
no other anti-tuberculosis therapy will be necessary. 
A post-treatment observation of twelve additional 
months will be necessary to complete the observation. 
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A clinic visit every three months will be necessary 
for follow-up, whereas, we in the El Paso Clinic are 
following each case at monthly intervals with a 72 
mm. chest x-ray, weight, temperature, historical and 
physical examination. 


All cases of pre-study report are followed up 
by history, physical examination, x-ray of chest — 
posterior, anterior and lateral. The latter is repeated 
on the 3rd, 6th, 12th and 24th month following the 
institution of therapy. The lateral x-ray of the chest 
is required only on the pre-study 12th and 24th 
month. 


Therapy Discontinued 


Under certain circumstances therapy under the 
prophylactic study will have to be discontinued. 
Instances of drug toxicity or a drug idiosincrasy are 
recorded and it is anticipated that only temporary 
discontinuation of therapy will be necessary under 
these circumstances. Occasionally the toxic situation 
will require complete discontinuation of medication 
for the sake of safety of the patients. It is also anti- 
cipated that intercurrent illnesses will occur and re- 
quire therapy, non-tuberculous in type, and should be 
of no consequence to this assignment. Surgery during 
the treatment period, if requiring anti-tuberculosis 
therapy of less than three weeks, would not alter 
the circumstances of the protocol study. The central 
office of the health department will furnish the items 
of medication, both the Isonized and the Placebo 
drug, the skin test antigen which will be sent at 
regular intervals, x-ray films and record forms. The 
skin test antigen — depending upon the areas served 
— would include Histoplasma, Coccidiodin and 
Blastomycin. It is anticipated that endemic areas are 
fairly well known and these will be included as 
indicated. 


Treatment Continued 


Each child in the study will receive the prepara- 
tion daily and will continue the treatment for at least 
one year. By random selection half the children will 
receive Isonized and the other half Placebo. There 
will be no break in this continued service unless the 
child should develop a complication or deteriorate 
with regard to the tuberculosis during the study. It 
is here that the investigator will discontinue the 
protocol therapy and request information from the 
central health office as to what therapy has been given 
to that point in the child’s case. It is then at the 
physician's direction that therapy should be placed 
on specific basis with regard to the complicated case 
of tuberculosis. The exclusions of certain patients as 
ineligible should be considered under the following 
conditions: 

1. Anti-tuberculosis chemotherapy required 
by the extent of the pulmonary lesions, 
severity of symptoms, or complications 
thereof. 

2. The duration of the disease of tubercu- 
losis known to be present for more than 
six months duration. 
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3. More than thirty days of anti-tuberculosis 
therapy previously recorded. 


Indigent Patients 


1. It is anticipated that the source of these patients 
will probably be in poor, semi-indigent, or slum 
areas of large cities; 2. Indian control stations, and 
in conjunction with BCG investigations; 3. well 
baby clinics; 4. contact clinics, and 5. large pedia- 
tric centers — both outpatient and hospital. At the 
present time there have been 525 cases entered into 
this protocol. Nine cases have developed complica- 
tions and were removed from the program. None 
of the nine cases, however, developed meningitis. 
This study was started in El Paso on January 26, 
1955, both in the contact clinic and in the well baby 
clinic. The Volmer patch test was employed in’ the 
well baby clinic and 416 tests applied in this first 
six months of the study — (negative, 398 — posi- 
tive, 18 — percentage 4.5 positive reactors). In the 
contact clinic the PPD test, 1-10,000 mg. was done 
in 97 infants — (negative, 47 and positive 50, with 
521/, per cent positive reactors). The sources of these 
patients have been the Well Child Conference and 
The Tuberculosis Control Clinic in which self refer- 
rals, contact old cases, and contact new cases are 
taken. The source of the cases now under observation 
(50 in all) are 40 per cent self referrals and 60 per 
cent contact cases. 


Majority in Children 

One needs only to be reminded that the majority 
of meningitis cases occur in children under the age 
of 4. In fact, less than one out of 1,000 cases of 
pulmonary tuberculosis complicate in the age group 
4 and over. Thus, 49.6 percent of tuberculosis 
meningitis occurs in children one year and under; 
7.7 percent are children one to 4 years of age, 0.1 
per cent are 4 to 7 years of age, and the remainder 
over the age of 7. (Incidence of Tuberculosis Menin- 
gitis in England in 1953). We parallel these figures 
very much in this country. This study was given 
great impetus by experimental work in the prevention 
of tuberculosis carried out by Carroll E. Palmer and 
Shirley H. Faraby, reported in May of 1955. The 
demonstrated effectiveness of Isonized in combating 
disease of tuberculosis has led many workers to the 
belief that the drug would be more effective if used 
prophylactically; and Isonized was given to experi- 
mental animals to which challenging doses of tu- 
berculosis were injected before, during and after the 
therapeutic periods. This work with excellent con- 
trol study revealed several important considerations 
worth summary. 88 per cent of experimental animals 
survived a ten weeks challenge of active tuberculosis 
if on 5/100 mg. per liter or more of Isonized. Those 
on 1/100 mg. per liter of Isonized concentration had 
a survival of less than 40 percent at ten weeks. 
Re-challenge of surviving animals under therapy 
revealed approximately 80 per cent survival in 25 
weeks. However, if drug dosages of less than 5/100 
mg. per mll. or less were used the survival rate was 

(Continued on page 303) 
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Clinical Note on Diagnosis of Abnormal Liver Function — 
Associated With Endocrine Dysfunctions 


By JoserH B. RappiN, M. D., PHOENIX 


Since the liver metabolizes the steroid hormones, 
namely estradiol, progestin, testosterone and the ad- 
renal cortex hormones, therapy of male and female 
sex endocrine gland dysfunctions is notoriously futile 
in the presence of markedly abnormal liver function. 


DIAGNOSIS 


Several tests easily and readily performed in the 
office accurately diagnose abnormal liver function 
for practical clinical purposes. 


A. Abdominal palpation. 


1. Palpable liver. 

A palpable liver is an enlarged liver and it follows 
with few exceptions that there must be some dis- 
turbance of liver function. 


2. Tender liver or gall-bladder. 


A liver or gall-bladder which is tender or painful 
to palpation is diseased. 


3. Tender colon. 

Any portion of the large intestine, particularly the 
cecum, which is tender to palpation may harbor En- 
dameba histolytica. Amebic cilitis is common in the 
southwest and is regularly accompanied by amebic 
hepatitis. Proctoscopic and sigmoidoscopic examina- 
tion regularly confirms the suspicion of amebic colitis. 


A diagnosis of appendicitis or cholecystitis should 
NOT be entertained nor operation performed until 
the possibility of amebic colitis, amebic hepatitis and 
amebiasis has been eliminated. When relief of symp- 
toms follows specific amebicidal therapy, confirma- 
tion of the tenative diagnosis of amebic infection is 
highly probable. 


B. Decholin taste time. 


Ten cc. of 20 per cent Decholin solution is used 
for this test. 


With the patient recumbent, the needle is inserted 
into an arm vein of good size. A slow but steady 
injection of the Decholin is made intravenously until 
the patient notes the distinctive but disagreeable bile 
taste. The quicker the taste is noted, the more nor- 
mal is liver function —a matter of five to ten sec- 
onds. When the injection of two or three cc. of 
Decholin induces nausea liver function is quite nor- 
mal. When more than five cc. can be administered 
fairly rapidly without causing much taste and no 
nausea, liver function is markedly abnormal. 


C. Laboratory tests. 


Conventional liver function tests have a place in 
the diagnosis and are valuable to determine response 
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to therapy when abnormal values have been obtained. 
However, a battery of such tests is expensive, few 
are ever abnormal in the usual ambulatory office pa- 
tient, and the information obtained is therefore not 
of much more practical clinical value for diagnosis 
and therapy than that obtained by the Decholin test 
and physical examination. 


Discussion 


Many women with female sex endocrine gland 
hormone dysfunctions will respond to adequate and 
indicated hormone therapy when abnormal liver 
function is present. Several simple but practical of- 
fice diaenostic procedures are described. Therapy to 
improve liver function must precede or be concurrent 
with hormone therapy to insure good response. The 
possibility of amebic hepatitis and amebiasis should 
always be considered, especially in the Southwest. 


The same statements hold for male sex endocrine 
gland dysfunctions. 


Dental Medicine Case History Service 


The Institute continues to offer Case Histories 
from the broad field of Dental Medicine for the 
year 1955-56. These will include original 35 mm. 
Kodachrome slides of the oral condition, pertinent 
laboratory findings, medical background, roentgeno- 
grams, histologic slides, photomicrographs, diagnostic 
criteria and whatever else may be indicated in each 
individual case. A loose leaf binder and matching 
Kodachrome slide box will be furnished each partici- 
sage The fiscal year of the Institute begins Octo- 

ist. 


This monthly service began January 1953 and has 
met with outstanding success. During’ these three 
years it has provided nearly 250 enthusiastic members 
with 38 practical and useful Histories with 75 Koda- 
chrome slides and valuable up-to-date information. 


Anyone subscribing to this CASE HISTORY 
SERVICE is entitled to full membership in THE 
AMERICAN INSTITUTE OF DENTAL MEDI- 
CINE. Members of the A.D. A. or A.M.A., or 
their foreign equivalent, are eligible to apply. 


There are a few case histories available for the 
preceding years. Due to the great demand for this 
Service, it is recommended to subscribe at an early 
date for assured and immediate delivery. 


For further information address all communica- 
tions to the Secretary, Mrs. C. Novembri, 2240 Chan- 
ning Way, Berkeley 4, California. 
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The Advantages of Braces in Orthopaedic Surgery 


By W. CompeEreE Basom, M.D., EL PAso 


In the last decade there has been much said about 
the avoidance of braces and an attitude has developed 
that braces are not essential. 


Braces are highly effective for certain conditions 
and offer a method at times far better than any other 
in the prevention of contractures. The patient is 
also enabled to get about with better function and 
with less discomfort. 


Criticism is rarely leveled at braces for the spine. 
Upper extremity braces also usually get by without 
undue commentary. However, there has been a 
noticeable antagonism to long leg braces and this 
brief article has merely been arranged in effort to 
offset that particular attitude. 


There are many conditions of the lower extremity 
in which an appropriate brace is highly effective. 


Encouragement Needed 


The patient needs the encouragement of all those 
concerned; that of the orthopaedist, the neurologist, 
neurological surgeon, the physical therapy technician 
and the nurses in order to gain the proper attitude 
with which to use the brace. Those patients who 
have a pediatrician or a general doctor taking active 
part in the care of their case usually have had excel- 
lent encouragement and cooperation. 


A patient with a drop foot condition can walk 
normally with a proper brace. The brace will hold 
the foot up. The brace can be applied without the 
pain of surgery and can be effectively made. It will 
prevent an equinus deformity. 


In certain neurological conditions with marked 
weakness of the muscles of the lower extremity, a 
long leg brace is most essential. It not only provides 
for better locomotion but also it protects the ex- 
tremity against injury. If the muscles do not function, 
then the strain of the function is taken up by the 
ligaments and joint capsule. These are easily strained 
and actually injured with normal activity at times. 


May Prevent Fall 


A brace may prevent a fall and consequent injury. 

The patient should be told by all those connected 
with the case that the brace looks good; that it is a 
very good functional appliance; that it will protect 
them against injury. They should be encouraged to 
wear the brace because at first they feel self-conscious 
with it. They also cannot walk as well at first with 
the brace even if it is properly designed, ordered 
and fitted. With a little time and a little encourage- 
ment they learn to use this appliance well and then 
they can obtain marked protection and improvement 
from it. 
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It is hoped that all of those who have any con- 
nection whatsoever with braces will realize their 
functional capacity in relation to the patient and 
adopt an encouraging and optimistic attitude towards 
them.. This will aid the orthopaedist in carrying out 
the proper management for his patients. 


ACTH — CORTISONE 


Clinical Studies With ACTH And Cortisone 
In Renal Disease 

Thorn, G. W., et al., Arch. Int. Med. 86:319, 1950 

Limited observations suggest that neither ACTH 
nor cortisone favorably influence the course of acute, 
subacute, and chronic nephritis, However, ACTH 
therapy apparently induces diuresis in — with 
the nephrotic syndrome, an effect which may be di- 
rectly related to reduction in tissue edema. 

Harvard Med. School & Peter Bent Brigham Hosp. 


Clinical Clippi I ber, 1950. 


ANESTHESIA 
Hyaluronidase In Rhinoplasty 

Cottle, M. H., et al., Arch. Otolaryngol. 52:269, 1950 

Use of hyaluronidase-procaine-epinephrine hydro- 
chloride solution is decidedly advantageous in rhino- 
plastic procedures. There is prompt subsidence of 
tissue distortion and more adequate anesthesia. The 
onset of anesthesia is very rapid, thus saving operating 
time. 

Cook County Hosp. & Chicago Med. School 


Clinical Clippings, December, 1950. 


ANTIBIOTICS — SYNERGISM 
Studies On The Synergism Between Bacitracin And 
Penicillin: Correlation Of In Vivo And 
In Vitro Results 
Johnson, B. A. & Meleney, F. L., Ann. N. Y. 
Acad. Sci. 53:42, 1950 

A synergistic action was observed between bacitracin 
and Penicillin when tested against 24 strains of Staph. 
aureus. It is suggested that combined therapy may 
produce excellent results in patients who fail to 
respond to penicillin alone. 
Clinical Clippings, December, 1950. 


United States Public... . 


(Continued from page 301) 


less than 40 per cent in 26 weeks. Several interesting 
problems are posed by this study which can only be 
settled by the considerations of the clinical protocol 
work. It will be interesting to compare these figures 
with present BCG work going on in the Indian 
service. These factors will be reported at six month 
conferences and released to the participating clinics. 
We can only hope that a means of prophylaxis and 
prevention of fatal tuberculosis has been uncovered. 
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MONTHLY CLINICAL PATHOLOGICAL CONFERENCE 


EL PASO GENERAL HOSPITAL 


Mareh 15, 1956 
Case No. 555 


FREDERICK BORNSTEIN, M.D., Eprror 


PRESENTATION OF CASE BY Dr. JACK C. PostLEwaITE AND Dr. ANTONIO Dow 


History: 


Dr. Nathan M. Kleban 


A 73-year-old Latin-American widow was admit- 
ted to El Paso General Hospital for the first time 
on November 4, 1955, because of rapidly increasing 
abdominal swelling without pain for one week. Loss 
of appetite occurred and vomiting began two days 
before admission. On that day frequent soft smal! 
stools were passed. “Heartburn” was experienced. 
No blood issued from any orifice. 


Past and family history and system review were 
not contributory. Menopause was said to have been 
experienced at age 45. 


Physical Examination: 


Temperature 101.2, pulse 112, respirations 22, 
blood pressure 170/190, weight 145 pounds. The 
patient appeared alert, was in slight respiratory and 
general distress. There was poor tissue turgor. Con- 
junctives were pale. Arcus senilis was present. There 
were no teeth. Rales were heard at the right base. 
The abdomen was protuberant with a fluid wave and 
shifting dullness detected. One examiner described 
the percussion note as tympanitic, another as dull. 
Pelvic examination was said to be negative although 
there was a yellow vaginal discharge. Pedal edema 
was present. Palmar erythema was described. 


Hospital Course: 


The patient vomited and had loose yellow, brown 
and green stools intermittently throughout her hospi- 
tal stay. Medical and surgical consultants recom- 
mended paracentesis. Seven liters of turbid, light 
brownish green fluid were removed but inadvertently 
discarded. Blood pressure dropped from 190/100 
to 100/60. Abdominal pain was a complaint during 
the night. Blood pressure rose to 120/60 the next 
morning. Paracentesis was repeated. 


Weight dropped to 126 pounds. 250 cc. of yel- 
low fluid was removed during the third paracentesis 
on the seventh day. That afternoon blood pressure 
was 160/80, dropped to 130/60 during the night 
when the patient seemed confused and complained 
of headache. The temperature, which had ranged 
from 99° — 100° jumped to 104° for several days, 
then dropped back to 99° where it remained. 
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Eighth Day 


On the eighth day there was urinary incontinence. 
Lethargy, dehydration, abdominal tenderness and poor 
food intake were noted. Blood pressure dropped to 
74/56. Cedilanid was given for an arrhythmia. A 
tarry stool was reported by the nurse but not verified 
the next morning on the rectal exam. With electro 
lyte solutions and cortisone the patient improved 
some, blood pressure rose to’ 140/50. Somnolence 
decreased. Urine output. was 1750 cc. on the day 
before death. 

During the last few days there was epigastric 
dullness. Also noted were presacral edema, abdomi- 
nal distension, tenderness and warmth over the vein 
in the right leg where an I-V cut-down had been 
done. On the day of death patient appeared alert 
and cooperative. In the morning she vomited but 
later ate a small amount of lunch. Thirty minutes 
after 0.4 mgm. cedilanid was given I-V the patient 
went into severe respiratory distress and died. 0.4 
mg. cedilanid had been given 4 hours before. The 
last dose was 4 days before. Blood pressure was 
160/70 on the day of death. 


Laboratory Studies: 


Nov. 5: RBC 3.77; Hb 10.6 gms; WBC 7800; 
Segs 77; Stabs 6; lymphs 9, Monos 6, 
eos 2. Urinalysis: Straw, clear, acid, 1.015, 
albumin 1+, sugar negative, WBC 3-4, 
RBC 1-3, few finely granular casts. Blood 
urea nitrogen 30 gm% ; total protein 6.5 
gm%; chlorides 90 mEq/L; COz capa- 
city 16 mEq/L. 


Ascitic fluid: Specific gravity 1.014; pro- 
teins 1.4 gm%; loaded with RBC, cul- 
ture requested but not reported. Serum 
proteins: albumin 2.29 gm%; globulin 
3.59% ; Van den Bergh: direct 0, indi- 
rect 0.7; prothrombin time 16 seconds 
55% of normal. COz capacity 33 mEq/L; 
chlorides 78 mEq/L. Hematocrit 40% ; 
corrected ESR 45 mm. 


Nov. 7: 


Nov. 8: COz capacity 29 mEq/L; chlorides 108 
mEq/L; Potassium 8.3 mEq/L; Sodium 


142 mEq/L. 


COz capacity 18 mEq/L; chlorides 80 
mEq/L; Cephalin cholesterol flocculation 
1+ in 24 hours, 3+ in 48 hours, pro- 
thrombin time 100% of control; acid 


Nov. 9: 
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phosphates 0 ; acid phosphatase 2.8 Bodan- 
sky units; serum albumin 2.77 mg%; 
serum globulin 2.37 gm%; Van den 
bergh, direct .3, indirect .6; potassium 
3.3 mEq/L; Sodium 130 mEq/L. Kline 


exclusive negative. 


Nov. 11: RBC 3.38; Hb 9.9; WBC 8100; Segs 81, 
stabs 5, lymphs 13, eos 1.: moderate 
hypochromia and anisocytosis. 


Nov. 12: Cephalin flocculation: negative 24 hours, 
1+ 48 hours, COz capacity 18 mEq/L; 
chlorides 71 mEq/L; COz capacity 20 
mEq/L; chlorides 84 mEq/L; potassium 
8.3 mEq/L; Sodium 142 mEq/L. 


Urinalysis: straw, cloudy, acid, WBC 3-4, 
RBC 10-15, Hematocrit 35%; Hb 8.1 
gms; WBC 11,900; Segs 86, stabs 5, 
lymphs 9. COz capacity 13 mEq/L; chlo- 
rides 75 mEq/L; Potassium 7.7 mEq/L; 
Sodium 130 mEq/L; stool culture; coli- 
forms and staph organisms 


Nov. 17: COz capacity 11 mEq/L; chlorides 71 
mEq/L; Blood urea nitrogen 53.5 mg% ; 
serum albumin 2.27 gm%, globulin 1.97 
gm%. 


X-Ray Reports: 


Nov. 16 


Nov. 5: Radiographic examination of the chest 
reveals bilateral pulmonary intensification 
consistent with congestive failure. There 
is some elevation of the diaphragm. The 
heart and mediastinal structures reveal 
left ventricular prominence with an ac- 
companying elongated, tortuous arterio- 
sclerotic aorta. The trachea is slightly 
displaced to the right by the elongated 
aorta. 


Nov. 5: Re-examination of the chest: No signifi- 
cant change. There are changes consistent 
with a pulmonary congestion secondary 
to cardiac decompensation with changes 
in both bases consistent with pulmonary 
infarct. There may also be an associated 
atelectasis of the right lower lobe. The 
cardiac shadow cannot be well visualized. 


Survey films of the abdomen in upright 
examination reveals an all-over uniform 
density of the abdomen consistent with 
an ascites. Obliterating the usual land- 
marks there is a moderate amount of gas 
in the large and small bowel. No defi- 
nite evidence of an intestinal obstruction. 
There is no evidence of free air under 
the diaphragm on either side. 


Nov. 10: Upper G.I. Series: No evidence of hiatus 
hernia. Peristalsis was sluggish but ef- 
fective. The duodenal bulb filled and 
emptied regularly. There was no widen- 
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ing of the duodenal loop. There was no 
significant displacement of the barium 


filled loops of bowel. 


Nov. 16: Chest film: Findings consistent with left 
pleural effusion. The remainder of the 
chest reveals no significant change. 


Tissue Report: 


The specimen consists of bronchial smears for 
cytology. Cytological examination of sediment is 
slightly suspicious of tumor cells. 


Electrocardiogram: 


Nov. 15: Sinus tachycardia with occasional sinus 
arrest. Low voltage in limb leads. ST 
depressed in left V leads. 


X-Ray Discussion: 


Dr. Vincent M. Ravel: 


Let us begin more or less in the order in which 
these examinations were performed. This first one 
was the film on admission and it shows the elevated 
diaphragm and the intensified markings and the 
compression phenomena in the patient which you 
see with congestive failure, the arteriosclerotic aorta, 
the slight displacement of the trachea. 

The second examination, the survey films of the 
abdomen, shows a marked amount of generalized 
fluid in the peritoneal cavity with obscuration of the 
usual landmarks. Now, this is the sort of thing that 
you see in a peritonitis — chronic peritonitis, one 
that would be consistent with the febrile course that 
this patient exhibited while in the hospital. A repeat 
chest examination was performed and it showed no 
really significant change from the original elevated 
diaphragm with the elongation of the aorta with 
arteriosclerosis. 


Survey Film 


The survey film that we did during the — G.I. 
series shows that there really was no significant dis- 
placement of the G.I. tract. A considerable amount 
of fluid had been removed prior to this examination, 
although there is still some haziness in the pelvis. 
The stomach appeared normal and the duodenum 
was normal. 

The final film that we have is a portable exami- 
nation of the chest, showing the left hemothorax, to 
show this diffuse haziness consistent with a pleural 
effusion. 


Differential Diagnosis: 


Dr. Postlewaite: 


I will try to break the case down into a teaching 
problem, because we're not going to get the diag- 
nosis, I’m sure. I'd like to outline the problem as 
to how we'd approach this patient at bedside. 

It seems to me the outstanding problem is one 
of ascites. Painless ascites. I'll try to cover at least 
some of the differential diagnoses of painless ascites 
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and Dr. Dow will fill in an additicnal diagnosis of 
apoplectic abdomen or painful ascites, knowing that 
this lady is in the age group where pain occasionally 
is absent with rather serious diseases. Congenital 
disease killing a 73-year-old female would be most 
unusual, but if we omitted it, the anatomist would 
be bound to find a retention cyst in one kidney, and 
we should not have overlooked it. 


Inflammatory diseases of the abdomen causing 
ascites are numerous. The gall bladder perhaps is 
outstanding in the female, stones being the usual 
precursor, stones not appearing in the gall bladder 
until some inflammatory disease has precipitated it 
many years before. Then a stone perforates, or a gall 
bladder twists, or a secondary infection occurs, or a 
hepato-cholangitis precipitates the ascites. 


Inflammatory Disease 


Another inflammatory disease is pancreatitis, al- 
though I'm not sure we should put it in the inflam- 
matory group. And so, at the differential diagnosis, 
according to organs, we have to consider liver, kidney, 
gall bladder and pancreas. The following organisms 
have to be considered in the etiology: tuberculosis is 
not uncommon and will give ascites that is rather 
painless. The fungus diseases are certainly to be 
considered. Pneumococcus is one that in years gone 
by plagued many of the men treating pneumonia 
without the antibiotics. 

Presumably, some of the pancreatitis problems are 
virus in origin. 

Two groups of diseases that are hard to differen- 
tiate are the degenerative diseases and the metabolic 
diseases. Metabolic diseases can be any problem of 
protein metabolism, sugar or otherwise. The degen- 
erative diseases presumably are ageing, and I don’t 
know that you can differentiate them unless we sub- 
classify them and make the program too extensive. 
So, let’s put them together. 


The common causes of ascites: 


Cardiac — and she’s certainly got a good set-up 
for this, including the possibility of a so-called cardiac 
cirrhosis. They do get ascites and they can conform 
to the picture we see. 


Renal — She has casts in the urine. There are 
red cells. There’s albumin. She apparently had a 
low specific gravity and she had an increased urinary 
output throughout her hospital course. 


Hepatic — Interestingly enough, most of the liver 
function tests are normal. But this doesn’t mitigate 
against the possibility of neoplastic disease, obstruc- 
tive intrahepatic disease, and against the possibility 
of inflammatory disease of the hepatocholiangitis 
group. 

Neoplastic — Now the neoplastic diseases have 
been our plague since Dr, Bornstein has gotten here. 
I have never seen so many cancers. This is obviously 
carcinoma and it very likely is the cause of the 
whole problem. 
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Now, there’s no reason why we aren’t dealing 
with a hepatoma, although she’s outlived the hepa- 
toma group. They usually try to die around the fifties. 


Carcinoma gall bladder — We have no infor- 
mation for consideration of the gall bladder one way 
or the other. She wasn’t jaundiced, but that’s not 
unusual. 
Carcinoma of the pancreas — It can be in the 
tail of the pancreas and they vary in their symptoms. 
We fall all over ourselves making the diagnosis 
when they turn yellow, and they are violently ill 
and they live a few months at most. In a review of 
the carcinoma of the pancreas, almost all tests were 
done by a group in Michigan on a case and two of 
the outstanding professors reviewed the case and 
said, ‘There's no question that this pain, and the 
other syndrome going along mean neurosis.” They 
were only to be plagued when the doctor returned 
the patient a few weeks later with jaundice and it 
became an obvious carcinoma of the pancreas. 

Benign tumors I don’t think are worth consid- 
eration here. 

Now, this is the point at which I would call 
for surgical consultation. 


Dr. Dow: 


I was looking for something surgical in this case. 
There must be something surgical or Dr. Bornstein 
wouldn’t have had me up here. But there's not 
much to go on in this case; so the best thing we 
can do is pick out the positive findings and try to 
build a case from them. As far as I’m concerned, 
there are four things that I can attempt to build a 
case on: The first one is ascites. The second one 
is that of the yellow vaginal discharge. The third 
is that of the phlebitis in the right leg. And, finally, 
the numerous soft stools. 


Ascites 


Now, before I discuss ascites, I thought perhaps 
we'd briefly review some of the features of ascites. 
As you know, ascites is a symptom and not a disease. 
It may be due to local or general causes, as was 
brought out by Dr. Postlewaite. Most of the time, 
however, as we see it clinically, it is due to heart 
disease, kidney disease, neoplasm in the abdomen, 
cirrhosis of the liver and tuberculous peritonitis. An 
additional cause may be any interference with the 
outflow tract of the liver as is seen in Chiari’s Syn- 
drome, or obstruction to the inferior vena cava 
proximal to the entrance of the hepatic veins. 

Ascitic fluid is usually clear and has a yellowish 
or greenish tinge. It is alkaline, has a specific gravity 
of 1008 to 1015. The albumin content varies from 
21/, to 41/4, per cent. When it is opalescent, or milk- 
like, it is the result of the presence of chyle, which 
may be due to the obstruction of the cysterna chyli, 
usually from malignancy. You'll recall here, in this 
particular case, the ascitic fluid was described as a 
light brownish green fluid. That is a little abnormal, 
in that brownish would suggest the presence of some- 
thing else. 
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Red Blood Cells 


One examination done on the ascitic fluid showed 
it loaded with red blood cells. We will have to 
consider, possibly, the inflammatory and neoplastic 
diseases. The blood in the ascitic fluid may be due 
either to bleeding from an inflammatory disease, and 
probably a chronic one, in this particular case, or 
may be due to sequestration from a neoplastic type 
of disease. Therefore, the blood in the peritoneum, 
which this patient had, and the extremely high sedi- 
mentation rate would suggest either a chronic inflam- 
matory disease or a neoplastic disease in the abdomen. 


Soft Bowel Movements 


The next thing we have to consider is the soft 
bowel movements. And, just briefly, to discuss some 
of the causes of soft bowel movements, we have 
enteric infections which may be bacillary, parasitic, 
or due to cholera, typhoid or paratyphoid, and others. 
The nutritional group, which may be due to pellagra 
or sprue, and she did have a sprue-like picture; the 
toxic and septic states are frequently associated with 
loose stools and she very definitely was toxic. 


Food intoxication we won't consider. 


Circulatory — There is here evidence of a dis- 
turbance such as occurs in cardiac decompensation 
and cirrhosis, both of which are frequently associated 
with soft stools. 

Emotional disturbances we won't consider. 

Incomplete intestinal obstruction has been ruled 
out by the X-ray. 

Nonspecific infections, such as regional enteritis 
or chronic colitis have to be considered in this case 
and, finally, neoplasm of the stomach, pancreas or 
intestine are possible causes of numerous soft stools. 


Phlebitis 


The next thing we will consider is the phlebitis 
in the right lower extremity. We know the phlebitis 
is frequently associated with neoplastic diseases. In 
this case, it was attributed to a cut-down on a vein, 
which may or may not have been the case. Never- 
theless, we know that carcinoma of the pancreas is 
very frequently associated with phlebitis in one place 
or another and that the phlebitis may extend into 
the abdomen to produce a mesenteric venous throm- 
bosis within the abdomen. Phlebitis should be con- 
sidered in the differential diagnosis. Here we have 
another point for neoplastic disease. ; 


Vaginal Discharge — The vaginal examination 
was presumably reported as normal. Anyway, it is 
strange for me to see a lot of vaginal discharge in 
the presence of a normal pelvic examination. The 
evidence here points to either an inflammatory or a 
neoplastic disease of the pelvis. 

If I had to stick my neck out, I'd say that the 
patient had some sort of a neoplastic disease, prob- 
ably a carcinomatosis in the abdomen with the pri- 
mary site undetermined. 


MAY, 1956 


Dr. Postlewaite: 


Now that we have an adequate surgical investi- 
gation — and I’m amazed we even got a conclusion 
from a surgeon — we must continue in the medical 
vein of confusing the case completely. 

The patient was 73, was being treated — or 
should have been treated — for an Addison-like 
syndrome. Now, the question is, did the Addison- 
like syndrome come on suddenly? Was she asympto- 
matic a week prior to admission, or is this a long- 
term illness that was terminated by a pulmonary 
embolism ? 


Acute Accident 


If it is an acute accident, and if we're dealing 
with shock, she didn’t show the picture of it on 
admission, having a silent abdominal swelling. 
Ascites is not part of the picture of Addison's dis- 
ease. They do not have ascites unless they've been 
treated. It’s interesting that in 1935, 80 per cent of 
them were dead in three years. In 1956, about 50 to 
60 per cent of them are dead in five years. We still 
haven't conquered Addison’s syndrome or disease. 

It is also true that whereas 80 to 90 per cent of 
them were tuberculous in origin in the past century, 
now perhaps less than 25 per cent have a tuberculous 
etiology and some references refer to less than one 
out of ten. Others show nothing to account for it, 
or neoplastic metastasis. 


Deteriorated Electrocardiogram 


Now, the electrocardiogram here deteriorated and 
it is interesting that potassium intoxication occurring 
in presumably good renal balance may have been an 
acute situation secondary to adrenal disfunction. 

She consistently had low total fluid content which 
is the problem of fluid volume. She consistently had 
distributional shifts. They were abnormal and I 

presume she died with a relatively good balance 
having been given cortisone which was the ideal 
treatment. We think she died with a pulmonary - 
embolus. 


Vomiting 


Where was the fluid being lost? Vomiting must 
‘be considered in this case as important. But the 
_— is, what was the vomitous fluid? People of 
this age rarely have hydrochloric acid in the stomach. 
Therefore, they vomit actually a great deal of chlo- 
ride-ions, and also a great deal of electrolytes, almost 
the consistency of plasma. Potassium and sodium 
are lost by vomitus. Now, by diarrhea, a great deal 
of sodium is lost, and, in addition, calcium which 
she could poorly sacrifice. 


So that it isn’t going to be just one ion as against 
the other. It’s going to be multiple ions lost. Now, 
in addition, we gave her a real depletion of both 
protein and electrolyte and water by our abdominal 
taps, — it interested me that we failed to make the 
diagnosis by the tap. Carcinoma should have shown 
up on such a repeated tap. She lost protein and her 
proteins ended up very low. 
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Addison’s Disease 


She presented throughout a characteristic clinical 
picture of Addison’s disease. 

The term‘nal phase in fluid replacement problems 
would take hours to discuss, but to me there may 
be something significant we could have overlooked. 
Addison’s is supposed to cause failure of resistance. 
So she may have a hidden septecemia which hasn't 
been brought out, and the so-called Waterhouse- 
Friderichsen syndrome. 

Now, to my knowledge, there must be all grades 
of it. They don’t all have to have hemorrhages and 
apoplectic-like processes and they can respond to 
salt replacement and to the use of the corticoids. 

I think the terminal event is pulmonary embolus, 
and I think the pathology that is causing her ascites 
is vague. 

We are betting on a malignancy. 

We think the adrenal is secondarily knocked out. 


Dr. Saul B. Appel: 


I am afraid that if this patient fits into Addison's | 
disease, Addison must be turning over in his grave 
right now. And I am referring to adrenal insuffi- 
ciency. I fail to see how he could determine adrenal 
insufficiency in a patient who came in with a normal, 
in fact, slightly elevated, blood pressure, but at the 
age of 73 we'll call it normal, and maintained that 
blood pressure for a considerable length of time 
until she obviously was going into the terminal phase 
of her illness. Three of the sodium determinations 
were 142 ME per liter which is about normal. And 
clinically, ;she doesn’t suggest adrenal insufficiency 
to me at all. 


Patient Febrile 


The patient was febrile most of the time and, 
had a marked shift to the left. As we all know, 
a patient in this age group is less likely to run a high 
fever than a younger individual, and therefore we 
can say that she was really febrile. This probably 
represented some acute or chronic inflammatory 
disease. 


Now, it is possible for a patient like this to have 
had a chronic pyelonephritis and eventually go into 
renal insufficiency with vomiting, with diarrhea, all 
of which would have fitted into a uremic pattern 
and gotten her into all the electrolyte trouble. How- 
ever, I do not see any evidence that would substan- 
tiate the diagnosis of Addison’s disease or adrenal 
insufficiency, neither in the first few days of her 
illness, nor at the end. 


Dr. Wayne L. Lorentzen: 


I didn’t see this patient. I don’t have anything 
further to add as far as the diagnosis. However, 
there is something I want to mention about the 
therapy. Ever since, I guess since the time of Gavin, 
they have warned against paracentesis, especially 
removing large quantities of fluid. 
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It’s been very frequent that a patient would be 
tapped and then shortly afterwards they would go 
into shock and then later die and the principal reason 
is that the fluid that they have in their bellies is, 
shall we say, not being used at all, but it does 
contain large amounts of electrolytes, proteins and 
various substances which the blood has poured into it. 

And if you remove it, it doesn’t make too much 
difference what the cause, of course, but if you 
remove this large body of fluid, almost immediately 
you will have a pouring in of electrolytes and pro- 
teins again. And I think that a lot of the picture in 
this patient is due to that one factor. 


Dr. Celso C. Stapp: 


I will take up the matter of the vaginal exami- 
nation. In a woman who has a great deal of ascites, 
I would say that a significant vaginal examination 
would be almost impossible due to the presence of 
her ascites. About all you could determine by doing 
a vaginal examination on her would be to look at 
her cervix, see the vagina, and see if the cervix 
could be moved around with the examining finger. 

I doubt if you could feel the fundus of the uterus 
on a person who had this much ascites, and it is 
rather notorious that a person of this age, if they 
have a CA of the ovary or of the fundus of the 
uterus, you may not be able even to distinguish the 
margin of the uterus or of the ovary. 


Dr. Francisco Licon: 

What is the amount of fluid that can be safely 
removed ? 
Dr. Bornstein: 


Personally, I think that it varies with the size and 
shape of the patient to a very considerable extent, 
the speed with which it is removed, and the condi- 
tion of the fluid. I don’t think you can make any 
general rule. 


Dr. Lorentzen: 

I don’t think anyone really knows how much 
you can remove safely, but I think the best criterion 
is to remove just enough to give the patient relief 
and no more. 

Clinical Diagnosis: 

Ascites, fever of unknown origin, probable malig- 
nancy. 
Dr. Dow’s Diagnosis: 

Malignant disease, primary site undetermined, 
with carcinomatosis in the abdomen. 

Dr. Postlewaite’s Diagnosis: 

Malignancy, primary site undetermined, with as- 
cites and metastasis to adrenal glands. Pulmonary 
embolus. 

Pathological Diagnosis: 


Tuberculous peritonitis, secondary to tuberculous 
salpingitis. Acute hemorrhagic pancreatitis. 
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Pathological Discussion: 


Dr. Bornstein: 


On autopsy, we found a fairly well developed, 
elderly woman, with a markedly distended abdomen 
which showed a fluid wave. Each pleural cavity 
contained about 1,000 ccs. of straw colored fluid. 
Present in the thorax were several caseated lymph 
nodes. The peritoneal cavity showed numerous ad- 
hesions and was filled with a large amount of fluid. 
The peritoneum itself was dull, hyperemic, and 
covered with fibrin. 

This obviously represents a peritonitis of a sub- 
acute type. In searching for the source of this peri- 
tonitis, the more common causes, such as a perforated 
appendix, ulcer, or malignancy were easily ruled out. 
Of the retroperitoneal structures, the pancreas was 
most remarkable, being edematous and swollen. 

Large areas of the pancreas were hemorrhagic. 
Some nodules had a yellowish, necrotic appearance: 


in brief, the typical picture of an acute hemorrhagic | 


pancreatitis. 
Abnormal Uterus 


The next organ grossly abnormal was the uterus, 
which was distended and filled with pus. The cer- 
vical os was nearly occluded. The problem, then, 
was to assess adequately the roles of the pancreas 
and uterus in the production of this peritonitis. The 
change in the pancreas was obviously of a much 
more recent origin than the peritonitis and therefore 
could hardly be held responsible. Inasmuch as the 
uterus was not perforated, any peritonitis originating 
from the uterus necessarily must have been carried 
through the tubes. 

Our first step, therefore, was a histological exami- 
nation of the tube. The histological examination of 
the tube (Fig. 1) revealed a typical tuberculous sal- 
pingitis and we were able to demonstrate acid fast 
organisms in the sections. It was, therefore, not too 
much of a surprise when similar tuberculous granu- 
lomata were found in the peritoneum. 


Genital Tuberculosis 


In summary, then, we are dealing with a genital 
tuberculosis, probably secondary to the caseous lymph- 
adenitis in the thorax. The subsequent tuberculous 
peritonitis was the direct extension of the tuberculous 
salpingitis. This explains the first part of the history 
with ascites. The superimposed hemorrhagic pan- 


creatitis produced the shock-like picture which was . 


present in the last few days of the patient's life. 


Southwestern New Mexico Society 
to Meet in Deming September 12 


The next regular meeting of the Southwestern 
New Mexico Medical Society will be held in Deming, 
New Mexico, on September 12. The Silver City 
group will be host for the meeting. Dr. W. J. 
Hossley, Jr., of Deming is President. 


MAY, 1956 


Figure 1 


The American Congress of Physical . 
Medicine and Rehabilitation 


The 34th annual scientific and clinical session of 
the American Congress of Physical Medicine and 
Rehabilitation will be held September 9-14 inclusive, 
at The Ambassador, Atlantic City, N. J. 


Full information may be obtained by writing to 
the executive secretary, Dorothea C. Augustin, Amer- 
ican Congress of Physical Medicine and Rehabilita- 
tion, 30 North Michigan Avenue, Chicago 2, Illinois. 


Chest Physicians to Meet in 
June in Chicago 


The 22nd Annual Meeting of the American Col- 
lege of Chest Physicians will be held at the Hotel 
Sherman, Chicago, Illinois, June 6 through 10, The 
scientific program will include prominent speakers 
on all aspects of heart and lung diseases. In addition 
to formal presentations, there will be a number of 
symposia, round table luncheon discussions, seminars, 
and motion pictures. 


The Fireside Conferences, which were inaugurated 
at the annual meeting of the College in 1955 and 
proved to be so popular, will be repeated. At this 
session, more than 50 experts will be present to lead 
the discussions on many subjects of current interest 
in the specialty of diseases of the chest. 


Examinations for Fellowship in the College will be 
held on Thursday, June 7. On Saturday evening, 
June 9, more than 150 physicians will receive their 
certificates of Fellowship at the annual Convocation, 
which will precede the Presidents’ Banquet. 


All interested physicians are cordially invited to 
attend the 22nd Annual Meeting of the College; 
there is no registration fee. Copies of the program 
may be obtained by writing to the Executive Offices, 
American College of Chest Physicians, 112 East Chest- 
nut Street, Chicago, 11, Illinois. 
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Orthopaedic Surgeon 
138 bed hospital in prosperous West Texas town. Wonderful opportunity 
for ambitious doctor. Must be Board member or Board eligible. 


$1,000 GUARANTEE PLUS 50% OF WORK DONE AS COMPARED TO COLLECTION 


Contact 
VIRGIL C. WITTEN, Administrator 


PLAINVIEW HOSPITAL & CLINIC FOUNDATION 


PLAINVIEW, TEXAS 
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